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ABSTRACT 
Impact of Child and Family Teaming in a Child Welfare Agency 
by Madeline A. Roachell 
Purpose.  The purpose of this mixed-methods study was twofold, (1) to describe the 
family experiences of those who had a CFT and those who did not, and (2) to identify and 
describe the impact of child and family teams (CFTs) on reentry into foster care. 
Methodology.  The study used a mixed-methods approach collecting both quantitative 
and qualitative data.  Quantitative data included archival data and an electronic survey.  
Qualitative data included in-depth interviews and narrative comments from the survey. 
Findings.  A careful analysis of the data resulted in nine major findings and three 
dominant themes.  The dominant themes of the study showed system functioning 
impacted a child’s ability to live safely in a permanent home, using child and family 
teams helped families build safety nets and have a better experience with the child 
welfare system, and finally, that comprehensive service integration (in areas such as 
behavioral and medical health, housing, child care and other vital community services) 
was key to improving family functioning.  
Conclusions.  As a result of the study the following conclusions were formed: CFTs have 
the potential to improve outcomes for thousands of children each year.  Community 
partners and natural supports are essential to CFT success.  A positive relationship with 
the social worker builds trust with the family and results in stronger family engagement. 
Stronger agency engagement improves the potential for positive outcomes, and finally, an 
organization’s capacity for caring is the foundation for child and family team success. 
viii 
Recommendations.  Based upon the findings of this study, it is recommended the CFT 
concept be embedded into the social work profession through existing partnerships with 
colleges and universities, professional social work organizations, leadership development 
opportunities, and formal mentorship programs.  It is also recommended child welfare 
agencies continue to develop more family-friendly ways to identify underlying needs and 
improve family functioning.  Lastly, it is recommended team membership include more 
natural supports such as friends and relatives and those who have experience with the 
child welfare system such as parent partners and former foster youth.    
  
ix 
TABLE OF CONTENTS 
CHAPTER I: INTRODUCTION ........................................................................................ 1 
Background ................................................................................................................... 2 
Transformation in California Child Welfare........................................................... 4 
Cultural Change ...................................................................................................... 6 
System Supports and Considerations ...................................................................... 7 
Implementation Factors in Los Angeles ................................................................. 8 
Statement of the Research Problem ............................................................................ 10 
Purpose Statement ....................................................................................................... 12 
Research Questions ..................................................................................................... 12 
Significance of the Problem ........................................................................................ 12 
Definitions................................................................................................................... 14 
Delimitations ............................................................................................................... 17 
Organization of the Study ........................................................................................... 17 
CHAPTER II: REVIEW OF THE LITERATURE .......................................................... 18 
Child Welfare Practice Overview ............................................................................... 20 
Impact of Child Abuse .......................................................................................... 23 
Best Practices in Child Welfare ............................................................................ 27 
Family-Directed Interventions .................................................................................... 37 
Recent Reform Measures in California ....................................................................... 41 
Cross-Sector Collaboration ................................................................................... 42 
Family-Directed Teaming in Los Angeles County ..................................................... 43 
Coaching in Child and Family Teaming ............................................................... 47 
System Supports and Considerations .................................................................... 51 
Conclusion .................................................................................................................. 55 
CHAPTER III: METHODOLOGY .................................................................................. 57 
Purpose Statement ....................................................................................................... 57 
Research Questions ..................................................................................................... 58 
Research Design.......................................................................................................... 58 
Mixed-Method Design .......................................................................................... 59 
Population ................................................................................................................... 63 
Target Population .................................................................................................. 64 
Sample......................................................................................................................... 65 
Instrumentation ........................................................................................................... 67 
Quantitative Instrumentation ................................................................................ 68 
Qualitative Instrumentation .................................................................................. 70 
Field Testing ......................................................................................................... 71 
Validity and Reliability ............................................................................................... 71 
Validity ................................................................................................................. 71 
Reliability .............................................................................................................. 72 
Data Collection ........................................................................................................... 73 
Data Analysis .............................................................................................................. 74 
Quantitative Data Analysis ................................................................................... 74 
x 
Qualitative Data Analysis ..................................................................................... 75 
Limitations .................................................................................................................. 77 
Sample Size ........................................................................................................... 78 
Sample Period ....................................................................................................... 78 
Location ................................................................................................................ 78 
Researcher as Instrument of the Study.................................................................. 79 
Other Factors ......................................................................................................... 79 
Summary ..................................................................................................................... 79 
CHAPTER IV: RESEARCH, DATA COLLECTION, AND FINDINGS....................... 81 
Purpose Statement ....................................................................................................... 81 
Research Questions ..................................................................................................... 82 
Population ................................................................................................................... 82 
Study Sample .............................................................................................................. 82 
Research Methods ....................................................................................................... 83 
Study Participants ....................................................................................................... 86 
Presentation and Data Analysis .................................................................................. 88 
Alignment of Identified Themes and Survey and Interview Questions ................ 88 
Research Question Results .......................................................................................... 89 
Research Question One ......................................................................................... 89 
Research Question Two ...................................................................................... 105 
Research Question Three .................................................................................... 105 
Summary of Dominant Themes ................................................................................ 106 
Theme 1: Connection to Community Services ................................................... 107 
Theme 2: Family Engagement ............................................................................ 108 
Theme 3: System Functioning ............................................................................ 109 
Summary ................................................................................................................... 111 
CHAPTER V: FINDINGS, CONCLUSIONS AND RECOMMENDATIONS ............ 113 
Purpose Statement ..................................................................................................... 113 
Research Questions ................................................................................................... 113 
Population and Sample ............................................................................................. 114 
Methodology ............................................................................................................. 114 
Major Findings .......................................................................................................... 115 
Unexpected Findings ................................................................................................ 123 
Conclusions ............................................................................................................... 126 
Implications for Action ............................................................................................. 131 
Recommendations for Further Research ................................................................... 138 
Concluding Remarks and Reflection ........................................................................ 139 
REFERENCES ............................................................................................................... 141 
APPENDICES ................................................................................................................ 153 
  
  
xi 
LIST OF TABLES 
Table 1. Racial Demographics of Survey Participants ..................................................... 87 
Table 2. Caregiver Description of Interview Participants…………………………….....87 
Table 3. Research Question Alignment ............................................................................ 88 
Table 4. CFT Survey t-Test Results .................................................................................. 90 
Table 5. Interview Themes ............................................................................................... 95 
Table 6. Composition of Meeting Participants ............................................................... 104 
 
  
xii 
LIST OF FIGURES 
Figure 1. Visual Display of Explanatory Mixed-Methods Study ..................................... 60 
Figure 2. Graphic Representation of the Population to Sample Process .......................... 67 
Figure 3. Percentage of Respondents whose CFT was Still Meeting ............................. 105 
  
1 
CHAPTER I: INTRODUCTION 
According to the Society for the Positive Care of Children (SPCC, 2017), 
approximately five children per day die from child abuse and neglect in the United States. 
Child abuse crosses all ethnic and cultural groups, religions, and socioeconomic and 
educational levels.  According to the 2017 report from Child Trends (2017), nearly four 
million maltreatment referrals are made in the United States on an annual basis.  Nearly 
200,000 children enter foster care each year. Among those, 75% were victims of neglect, 
17% physically abused, and 8% sexually abused.  Of the approximately 1,800 children 
who die each year from abuse and neglect, 80% died due to the involvement of at least 
one parent.  Nearly half of the children who died were under the age of one and three-
quarters were under the age of three.  Of the 60,000 children sexually abused on an 
annual basis, 90% know their perpetrator (Child Trends, 2017).  The Director of Every 
Child Matters, Michael Petit, told the BBC (2011),  
Over the past 10 years, more than 20,000 American children are believed 
to have been killed in their own homes by family members.  That is nearly 
four times the number of US soldiers killed in Iraq and Afghanistan.  The 
child maltreatment death rate in the US is triple Canada’s and 11 times 
that of Italy. (para. 1- 2) 
Although a favorable downward trend brought the numbers down during the past 
decade, over 400,000 children currently reside in foster care nationwide (CWIG, 2018; 
Cornell, 2017).  Systemic factors contributing to the alarmingly high number of youth in 
child welfare include substance abuse, poverty, unmet behavioral and health needs, 
insufficient attention to issues of trauma, absence of fathers, lack of post adoption family 
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support, and lack of appropriate supportive resources (Weber, 2010).  While the severity 
of the problems faced by families entering the system increased during the past decade, 
the number of qualified foster families drastically declined (Department of Child and 
Family Services [DCFS], 2017). 
During this same period, statistics revealed a sharp rise in the number of 
placements children experienced while in foster care.  The longer a child stayed in the 
care of the system the more placements he or she was likely to experience 
(Administration for Children and Families [ACF], 2016).  Compounding the tragedy of 
child abuse is the fact that each placement moves a child’s development one standard 
deviation away from normal (Boris & Rosenblum, 2016).  In fact, Boris and Rosenblum 
(2016) found that each traumatic event a child experiences takes a child one standard 
deviation away from normal brain development.  A child’s brain experiences out of home 
placement as a traumatic event exponentially increasing the trauma experienced by the 
abuse (Boris & Rosenblum, 2016).  On average, nearly half of the children who enter 
care stay in care for one to three years and of those who stay in care for more than 24 
months, 67% experience an average of four placements (ACF, 2016).   
Background 
How society tackles the child welfare crisis remains hotly debated.  Should child 
welfare should focus solely on child safety or take a broader view and focus on keeping 
families together through preventative and supportive services?  Agencies have struggled 
with this moral and ethical balance for decades.  Researchers continually search for 
effective ways to keep children out of the system and determine which prevention 
methods are most effective.   
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Over the past decade, the nation has witnessed comprehensive practice change in 
many states and local jurisdictions.  Recent legislation initiating sweeping reform in the 
California child welfare system reveals local policymakers are also giving a new twist to 
the traditional thinking about how to best serve vulnerable families.  This recent coast-to-
coast trend focuses on prevention and aftercare strategies and providing in-home supports 
to keep families intact and out of the child welfare system (Alpert & Meezan, 2012).  
Increasing the focus on prevention has quickly became an important child abuse 
deterrence strategy.  Connolly and Smith (2010) showed that a system focused on 
teaming and prevention was ultimately more effective than systems with the traditional 
focus on site responsiveness and trend performance over time.  The authors also showed 
prevention efforts reduced subsequent trauma to children and resulted in an overall 
reduction of removals and detentions (Connolly & Smith, 2010).  According to another 
study, partnership between government agencies and community-based organizations 
(CBOs) resulted in a larger percentage of children staying in their home and out of the 
child welfare system (Collins-Camargo, Armstrong, McBeath, & Chuang, 2013).   
The combination of prevention and partnering to keep children in their homes 
centers around the formation of child and family teams (CFTs).  Teaming brings together 
natural family supports, child welfare professionals, outside agencies, and community 
partners in a deliberate way to work collaboratively with the family to address their 
needs.  Teaming focuses on keeping children out of the child welfare system.  CFTs are 
considered one of the current best practices in preventative strategies (Collins-Camargo 
et al., 2013). 
4 
Teaming encompasses several different approaches.  A family-directed teaming 
model lessens the traumatic effects of detention and out-of-home placement (McLendon, 
McLendon, Dickerson, Lyons, & Tapp, 2013).  This transformational practice model 
embraces family strengths and empowers the family to create their own circle of 
supportive relationships.  The model emphasizes helping the family identify their 
underlying needs and subsequent solutions.  In a family-directed teaming model, families 
identify and select relatives, professionals, community partners, and others who can help 
them improve family functioning.  Families work with their self-selected team to 
accomplish mutually agreed upon goals.  Family-directed teaming is a significant 
component of the practice model embraced by many state and local jurisdictions because 
it has proven effective in preventing further child abuse and neglect (DiLorenzo, Roller 
White, Morales, Paul, & Shaw, 2013).   
Transformation in California Child Welfare 
Research confirmed family-directed teaming is a best practice in child welfare, 
even though many jurisdictions are unable to sustain the practice (McLendon et al., 
2013).  According to the County Child Welfare Directors Association (CWDA; 2017), 
child welfare agency directors embrace the philosophy of teaming with families in the 
pursuit of better outcomes.  In the last decade, California ranked 36th in the nation in 
overall performance in child welfare according to the Kids Count Data Center (2012).  
The state is home to 12% of all Americans, yet accounts for nearly 20% of the 
approximately 100,000 children in care every year (Webster, 2017).   
Due to the volume of children entering the state’s child welfare system and the 
severity of issues plaguing its children and families, California child welfare agencies 
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opted to move away from the traditional case-management model to the more 
collaborative, community-based teaming approach with the introduction of the 
Continuum of Care Reform (CCR).  CCR seeks to realize California’s longstanding goal 
of ensuring all children live as members of committed, nurturing, and permanent 
families.  California Assembly Bill 403 provided the statutory and policy framework to 
ensure families receive supports and services tailored toward the ultimate goal of 
returning the child home (whenever possible) or to a permanent family through adoption 
or guardianship (CWDA, 2017).  The family-directed practice model mandated by CCR 
shows great promise for establishing healthy family dynamics, which is expected to 
translate into more children staying safely at home with their families more often, 
reunifying more quickly, and reentering the system less frequently (CWDA, 2017). 
The Los Angeles County Department of Children and Family Services (DCFS) 
began focusing on developing and implementing a variation of the family-directed 
teaming model of practice in 2002 in response to changes recommended by a federal 
panel of experts (Sophy, 2009).  With the introduction of a four-step, system-wide child 
and family team meeting (CFTM) model, DCFS embraced teaming as one of its primary 
strategies for major reform.  DCFS shifted away from a philosophy of detention toward 
one of prevention, focusing on keeping children safely in their homes whenever possible 
instead of the traditional model of removal and placement into foster care.  Effective 
teaming and collaboration with families, community partners and other government 
agencies keeps families together and, as a beneficial byproduct, also reduces the use of 
costly foster care resources (Gustavsson & MacEachron, 2013).   
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Gustavsson and MacEachron (2013) observed that traditional public child welfare 
systems were prohibitively costly and unsustainable over the long term.  They 
recommended focusing on prevention versus placing children in out-of-home care.  They 
advocate that money not spent on housing children be redirected and spent on providing 
more prevention services, thus furthering the amount of services offered (Gustavsson & 
MacEachron, 2013).  This aligned with Pelton’s (1991) controversial suggestion to turn 
over child welfare investigations to staff dually trained in social work and law 
enforcement.  He also recommended investigators report in to law enforcement, allowing 
social workers to focus exclusively on prevention, reunification, and parenting (Pelton, 
1991).   
Cultural Change 
When research linked out-of-home placement to abnormal brain development, 
researchers began asking if out-of-home placement was even ethical except in the direst 
circumstances (Boris & Rosenblum, 2016).  The impact of CFTs on placement stability 
was another area of controversy (Chahine & Sanders, 2013; Williams & Glisson, 2014).  
The impact of teaming on the length of time a child spent in out-of-home care was yet to 
be determined (Collins-Camargo et al., 2013).  Nor was the connection between CFT and 
establishing permanency established (Platt & Riches, 2015; Weber, 2010).  However, 
many agencies moved forward with implementing the CFT model based on promising 
results.  Implementing CFTs drastically changes an agency’s role.  Shifting from 
directing the family’s efforts to facilitating a family-directed team requires a complete 
paradigm change for social workers and a cultural adjustment for the organization.   
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System Supports and Considerations 
New Zealand researchers Marie Connolly and Ray Smith (2000) proved a system 
focused on teaming was ultimately more effective than systems focusing on typical 
strategies such as site responsiveness (e.g., timeliness), sustainability (e.g., financial 
management), and regional trend performance over time.  When introducing the CFT 
model, Connolly and Smith (2000) found four components were necessary:  
(1) a knowledge framework of good practice that is both ethics-based and 
evidence-informed; (2) a service model showing responsiveness to 
families; (3) a practice package, providing the tools and resources to give 
legs to the framework and the service model; and (4) a supportive 
environment encouraging staﬀ to do the diﬃcult job that they need to do. 
(p. 26)   
Connolly and Smith’s (2000) findings highlighted the need to adapt 
implementation strategies to fit the needs of different jurisdictions based on the 
developmental readiness of the agency and individual staff members.  Connolly and 
Smith (2000) strongly advised using real-time coaching to support staff during the 
implementation period.   
DCFS heeded their advice.  The agency specially trained a cadre of ‘Coach 
Developers’ and designated them to support staff in the 20 county regional offices as 
workers transitioned to the new family-directed teaming model.  DCFS also included two 
other aspects of lessons learned from similar jurisdictions.  The first was focusing on 
children having trauma-related and developmental needs jointly identified by team 
members.  The second was to ensure that families were subsequently linked to 
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individualized services tailored to address both the child and caregiver needs.  These 
were the two primary elements of the DCFS organizational transformation plan. 
To further support practice change, DCFS simultaneously began increasing 
prevention resources.  Working collaboratively with other county agencies and 
community partners they targeted increasing key services that could have a major impact 
in keeping children out of the child welfare system such as domestic violence programs, 
substance abuse programs, and mental health services.  Domestic abuse and substance 
abuse are considered two major risk factors for child abuse.  Addiction and violence are 
key indicators of child welfare risk regardless of the presence of any other factors 
(Berger, Slack, Waldfogel, & Brunch, 2010; McCrae et al., 2014).  Studies have 
repeatedly proven that early prevention and intervention are effective with families 
impacted by addiction and violence (Collins-Camargo et al., 2013).  Moreover, 
subsequent trauma is avoided when jurisdictions reduce removal and detentions. 
Implementation Factors in Los Angeles 
Systemic factors contributing to the high number of youth in Los Angeles 
County’s child welfare system are similar to those affecting other agencies across the 
nation, including poverty, substance abuse, mental health issues, legal and procedural 
obstacles, insufficient attention to issues of trauma, absence of fathers in reunification 
efforts, and lack of family support after placement (Weber, 2010).  One recent study 
cautioned against introducing unrealistic reforms into an already overwhelmed system 
(McLendon et al., 2013).  DCFS in Los Angeles County receives over 200,000 hotline 
referrals each year.  Subsequent investigations result in over 35,000 children receiving 
services from the agency on an annual basis with approximately 18,000 open foster care 
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cases at any point in time (Webster, 2017).  Approximately half of the cases result in an 
out-of-home placement, averaging 7,500 out-of-home detentions annually (Browning, 
2017). 
Collectively, these contextual factors illustrate the complexity of effecting 
system-wide practice model change in a large county-administered child welfare agency.  
Two key issues influencing implementation of practice change are staff morale and 
availability of services for families.  How a worker feels about the agency directly 
correlates to their level of effectiveness (Collins-Camargo & Royse, 2010).  According to 
another study, the availability of services for families is a major factor impacting an 
agency’s ability to provide sufficient, timely services.  Addressing the contextual factors 
clears the way for implementation success and sustained support of implementing a new 
practice model consistently throughout the organization (Dennis et al., 2015).  
Key considerations for DCFS were comparable to those highlighted in these 
studies.  The child and family practice model implemented in Los Angeles County varies 
slightly from office to office based on local circumstances and practices.  Each of the 20 
regional DCFS offices has a unique set of contextual factors such as the degree of staff 
buy in to the practice model, varying caseload levels, and varying availability of services 
and involvement of community partners.  Significant differences also exist from office to 
office in how training and coaching are embraced and supported.  Supportive services 
and mental health resources vary widely geographically.  Individual factors such as 
caseload ratio and the impact of critical incidents must also be considered.  Collectively, 
these significant factors must be considered when determining how quickly each worker 
in an office can implement CFT meetings.   
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Statement of the Research Problem 
Despite all that has been confirmed over the last three decades, the negative 
impact of childhood trauma and involvement in the child welfare system remains a 
relevant subject of modern research.  Pelton’s (1991) provocative article in the early 
1990s was the first to reveal shockingly poor outcomes for children in foster care.  
Shortly thereafter, the Adverse Childhood Experience Study (ACES; Felitti et al., 1998) 
was released.  ACES proved exposure to abuse (emotional, physical, or sexual) in 
childhood and household dysfunction during childhood was strongly linked to health 
risks and diseases in adulthood (Felitti et al., 1998).   
ACES (Felitti et al., 1998) studied seven categories of adverse childhood 
experiences, including psychological, physical, or sexual abuse; violence against mother; 
living with household members who were substance abusers, mentally ill and suicidal, 
and family members who had been imprisoned.  The adverse childhood experiences were 
then compared to adult health risk factors.  The study found increased health risks for 
numerous chronic and severe health and mental health conditions including obesity, 
alcoholism, drug abuse, depression, and suicide attempts.  The study also found adverse 
childhood exposures directly correlated to the presence of adult diseases such as heart 
disease, cancer, lung disease, skeletal fractures, and liver disease.  The study concluded 
there was a “strong relationship between the breadth of exposure to abuse or household 
dysfunction during childhood and multiple risk factors for several of the leading causes 
of death in adults” (Felitti et al., 1998, p. 245). 
Prior to these pivotal findings, little thought was given to the long-term effects of 
trauma and unintended consequences of bringing children into the child welfare system.  
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Child welfare professionals now realize removing a child from their family adds yet 
another traumatic event into the life of a child who has already suffered trauma.  
Furthermore, current research shows traumatic experiences affect brain functioning, 
achievement of developmental milestones, the ability to bond and connect socially, and a 
whole host of other physical and behavioral symptoms (Merritt, 2009).   
Providing safety, permanency, and well-being is the primary focus of DCFS.  The 
agency is mandated to remove children from an unsafe environment.  In the past, DCFS 
would detain first, investigate later, and then return children to the home once it was 
deemed safe.  This was once standard practice for child welfare nationwide.  Research in 
recent years showed removal from the home further traumatized an abused child.  With 
the introduction of CFTs, progressive child welfare agencies sought to change their 
practices to work with families in ways that keep children safely in the home except in 
dire circumstances.  When children are detained, the goal is to help the family create a 
safe situation where children can be reunited with their families as soon as possible.  The 
last resort is to achieve permanency for the child with another family.  However, in 
instances when a child absolutely cannot remain safely in their home of origin, the 
agency seeks to find a permanent, loving home as quickly as possible.   
Utilizing the strategies of the core practice model, DCFS in Los Angeles County 
committed to preventing removals whenever possible, placing children with relatives if 
they must be detained, keeping children within their community of origin, and ensuring 
the first out-of-home placement was the last placement.   
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Purpose Statement 
The purpose of this mixed-methods study was to describe the family experiences 
of foster care for those who had a CFT and those who did not.  In addition, it was the 
purpose to identify and describe the impact of child and family teams on reentry into 
foster care.   
Research Questions 
The following research questions were designed to answer the overarching 
question: To what extent do experiences differ between cases with and without CFTs?  
The research questions were: 
1. What are the experiences of families who had a CFT and those who did not 
during the time they were involved with the foster care system? 
2. How do CFTs continue to function after a child is reunited with their family? 
3. How does the rate of reentry into foster care compare for children who had a 
CFT and those who did not? 
Significance of the Problem 
Child welfare agencies have long known about the extremely poor outcomes for 
children in foster care (Pelton, 1991).  Studies repeatedly demonstrated how chronic child 
welfare issues negatively influence childhood development (Boris & Rosenblum, 2016; 
Felitti et al., 1998; Toche-Manley et al., 2013).  This research intended to identify 
whether significant improvements resulted from implementing a CFT model.  
Identification of key trends and lessons learned about the implementation of CFTs in Los 
Angeles County could improve outcomes for the jurisdiction and any other jurisdiction 
attempting to implement a family teaming model.  Identification of key trends and 
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lessons learned about the implementation of CFTs could help the agency focus on 
specific practices proven to yield better outcomes for children and families in its 
jurisdiction.  The agency’s goal is to leave children and families safer, with improved 
well-being, and in permanent, loving homes because of their interaction with the agency 
(Browning, 2017).   
Child welfare agencies collectively seek to gain further understanding of CFTs to 
move practice forward.  Evaluating and understanding successful strategies provides 
useful information to agencies working to improve performance in the same areas.  States 
with large numbers of youth in their foster care systems, such as California, benefit from 
discovering and developing strategies that prevent children from entering care.  It is 
equally important to improve outcomes for children who enter care.  It is beneficial to 
know the drivers behind improved outcomes and if these drivers might be implemented 
in other jurisdictions.  In a 2016 report to Congress, the Administration for Children and 
Families indicated several areas in need of improvement in child welfare including 
understanding how to prevent placement disruptions, especially for children with 
disabilities and mental health problems.  Understanding how to prevent placement 
disruptions in these groups could promote better outcomes for children in all groups.   
This study sought to determine if CFTs help prevent children from entering care 
and reduce placement disruptions when they are in care.  This is important to 
professionals working in the child welfare field because when improved child and family 
outcomes can be demonstrated, it strengthens the evidence for use of CFTs in all 
jurisdictions.  The study can also provide a roadmap for replication of a successful CFT 
practice model and help ensure practice fidelity.   
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Definitions  
This section provides definitions of key terms relevant to this study.  These 
operational definitions established the rules and procedures used to measure key variables 
of the study and provide clear meaning for terms that could be interpreted various ways.  
Definitions of major variables and terms are listed in alphabetical order. 
Adequate Placement Stability. This is defined by ACF (2012) as limiting the 
number of placements to no more than two for a single foster care episode. 
Child Abuse. Any act or failure to act on the part of a parent or caretaker which 
results in death, serious physical or emotional harm, sexual abuse or exploitation,” or “An 
act or failure to act which presents an imminent risk of serious harm (CAPTA, 2010). 
Child and Family Team (CFT).  A CFT is defined as a fully formed and 
functioning group of people chosen by the family who meet on a regular basis with the 
goal of maintaining safety, permanency, and well-being for the children.  This team 
includes the child welfare social worker; members from various agencies such as mental 
health, law enforcement, probation, community and faith-based organizations; and 
natural family supports such as friends and family (Mosher, 2014). 
Child and Family Team Meeting (CFTM).  A CFTM is the formal meeting 
where the CFT members come together to identify family strengths, develop an 
individualized action plan to address family needs, and coordinate supportive activities 
with the family (DCFS, 2017). 
Disparity.  This is unequal treatment when comparing racial or ethnic minorities 
to a nonminority (Child Welfare Information Gateway [CWIG], 2016).   
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Disproportionality.  This is when a race or ethnic group is represented in foster 
care at a higher percentage than the proportion of members of that racial/ethnic group in 
the total population of the jurisdiction (CWIG, 2016).  
Family.  The definition of family includes biologically related, adoptive relatives, 
and step-families.  Caregivers, guardians, and unrelated persons who have significant 
emotional relationships with children and families may also be considered family for the 
purposes of CFTs (ACF, 2017).   
Family-Directed Teaming.  This refers to a model of child welfare in which a 
support team is chosen by the family to help establish goals and support the family (Child 
Welfare Director’s Association [CWDA], 2016).   
Family Reunification.  This is when children removed from the home (placed 
into a foster home, with a relative, or into a group home) return home (DCFS, 2017). 
Foster Care or Resource Family Placement.  This term is used for substitute 
care when children are removed from their home (DCFS, 2017).  
Institutional Racism.  This refers to agency patterns, procedures, practices, and 
policies that penalize, disadvantage, and/or exploit individuals based on race (CWIG, 
2016).  
Out-of-Home Placement.  This refers to a child’s placement when detained by a 
child welfare agency and placed in a foster, group, or relative caregiver home (ACF, 
2012).   
Permanency.  This refers to when the child is reunited with their birth family or 
when substitute caregivers become the child’s permanent family through legal 
guardianship or adoption. The family is considered permanent if the reason for exiting 
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child welfare care is reunification, guardianship, or adoption, and the youth does not 
reenter the system within six months (ACF, 2012).   
Physical Abuse.  This is used to describe when a child suffers, or there is 
substantial risk a child will suffer, serious physical harm inflicted non-accidentally by the 
child’s parent or guardian.  This includes anything that causes physical pain such as 
hitting, biting, or slapping.  It also includes denying a person medical care or forcing 
someone to use drugs or alcohol (WIC, 2017). 
Reentry.  This occurs when children discharged from foster care come back into 
the care of child welfare at least once within six months (Children’s Bureau, 2017b). 
Reunification.  This term is used to describe the time when children are returned 
to their family of origin.  The federal standard is reunification within 12 months from the 
case opening (Children’s Bureau, 2017b).  
Resource Families. This is a term used to refer to foster parents, relatives, 
guardians, or caregivers other than biological parents, caring for a child involved with the 
child welfare system (DCFS, 2017). 
Service Integration. This refers to where professional services from multiple 
government agencies intersect and collaborate on achieving outcomes set forth in a 
family’s case plan (DCFS, 2017). 
Shared Core Practice Model (SCPM).  Refers to the practice model used in Los 
Angeles County and shared between the county child welfare and the county mental 
health agencies.  Sometimes also called Core Practice Model or CPM (Sophy, 2009). 
Welfare and Institutions Code (WIC).  The California WIC outlines child 
welfare practices and provides the legal basis for the juvenile court to remove children 
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from the custody of parents due to safety concerns (WIC Code, Division 2, Chapter 2, 
Article 6, Code 300 b.1, 2017).  
Delimitations 
The scope of this study was delimited to cases from DCFS offices within the Los 
Angeles County, California jurisdiction.  To make a valid comparison, the study was 
delimited to closed cases as of November 2016.   
Organization of the Study 
Chapter I provided an overview of the study and introduced the purpose and 
research questions.  Chapter II provides a review of relevant literature.  Chapter III 
describes the methodology used to conduct the study.  Chapter IV presents the data 
analysis and findings, and Chapter V provides conclusions, implications for action, and 
recommendations for future research.   
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CHAPTER II: REVIEW OF THE LITERATURE 
The topic of this study was implementing a family-directed teaming model in a 
large child welfare organization.  Due to the complexity of problems plaguing children 
and families, many child welfare agencies have opted to move away from traditional 
case-management models to a more collaborative, community-involved, teaming 
approach (Cameron & Green, 2004).  The question at the heart of this study was if using 
family-directed teams had successful outcomes in Los Angeles County, a large, urban 
jurisdiction.  Family-directed teams were recognized as a promising mechanisms for the 
prevention of child abuse and neglect in states with a smaller service area (DiLorenzo et 
al., 2013).   
Child abuse, as defined by the California Welfare and Institutions Code (WIC) set 
forth by the California State Legislature (2017), occurred when “a child suffers, or there 
is substantial risk a child will suffer, serious physical harm inflicted non-accidentally… 
by the child’s parent or guardian” (WIC Code, Division 2, Chapter 2, Article 6, Code 300 
b.1).  Child neglect included,  
Willful or negligent failure of the child’s parent or guardian to adequately 
supervise or protect the child from the conduct of the custodian with 
whom the child has been left, or by the willful or negligent failure of the 
parent or guardian to provide the child with adequate food, clothing, 
shelter, or medical treatment, or by the inability of the parent or guardian 
to provide regular care for the child due to the parent’s or guardian’s 
mental illness, developmental disability, or substance abuse. (California 
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Legislature, 2017, WIC Code, Division 2, Chapter 2, Article 6, Code 300 
b.1) 
This review provides a brief overview of the history of child welfare, discusses 
the status of current practices to protect children from abuse and neglect, highlights 
recent mandates in child welfare reform in California, and in summation, outlines specific 
changes occurring in Los Angeles County child welfare.  Federal, state, and local policies 
establishing practice criteria for the Los Angeles County Department of Children and 
Family Services (DCFS) are referenced and discussed throughout the document. The 
context of the local county response was based on state mandates to investigate 
allegations of abuse and neglect in a specific manner within established timeframes.   
The primary literature search strategies employed for this review focused on (1) 
scholarly, peer reviewed publications; (2) recent works published since the year 2000; (3) 
reports and studies of family-directed teaming models and other types of collaborative 
partnerships with community agencies; and (4) county, state, and federal child welfare 
data reports.  Other literature sources included relevant newsletters, books, websites, and 
the DCFS policy manual.  Search terms included child welfare history, child welfare 
trends, child and family teaming models, family teaming, family decision-making, public 
welfare trends, public welfare agency best practices, implementation science in child 
welfare, organizational behavior in social work, organizational culture in child welfare, 
and social work leadership.  The primary search engines used were the Discover and 
ERIC databases accessed via Brandman University’s Leatherby Library.  
This literature review provided information on the various elements of a 
successful child and family team (CFT) practice model, including barriers and challenges 
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with CFT meetings and how to sustain practice fidelity.  County and state data available 
through the Berkeley California Child Welfare Indicators Project were utilized to learn 
about county federal outcome trends for children involved with the local child welfare 
agency, particularly those in foster care placement.  A thorough review of the literature 
provided data on the purpose, history, and challenges surrounding CFT meetings.   
Child Welfare Practice Overview 
Nelson Mandela eloquently described the importance of how children are treated 
in a speech in South Africa’s launch of the Blue Train.  He stated “the character of a 
society is revealed in how it treats its children” (Mandela, 1997a).  Later that same year, 
addressing the Men’s March, he told his nation “Our children are our greatest treasure. 
They are our future. Those who abuse them tear at the fabric of our society and weaken 
our nation” (Mandela, 1997b).  Most advanced nations around the world share this belief 
as evidenced by the laws enacted, and the time, attention, care, and funding they pour 
into nurturing and protecting the youngest, most vulnerable, members of society.  
Some of the earliest comprehensive work in child abuse was conducted by a 
French medical doctor, Auguste Ambroise Tardieu.  Tardieu (as cited by Labbe, 2005) 
coined the term battered child syndrome.  His research revealed more than 75% of rape 
cases brought before French courts were committed against young girls; incestuous rape 
being one of the most common allegations.  He also conducted a forensic study on 
infanticide and published a well-known report on the subject in 1868.  Although 
Tardieu’s views about the maltreatment of children were not readily adopted by other 
physicians of his time, his work is the first known publication of medical work dedicated 
solely to child abuse (Labbe, 2005).   
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In the United States, legislators began enacting protections for children in the 
early 1900s. The first federal child labor laws were established primarily to protect 
children from abuse and neglect by employers (Fried, 2014).  Prior to that, it was mainly 
civic and religious organizations who rescued children from abusive or neglectful 
families.  In 1912, President Taft created the Children’s Bureau within the federal 
government directing it to protect the rights of children (Children’s Bureau, 2017b).  
Initially, the Children’s Bureau focused on social issues impacting children such as 
preventing the spread of childhood disease, eliminating child labor, and decreasing 
maternal and infant mortality rates.  Now Children’s Bureau goals center on protecting 
children from abuse and neglect and strengthening families.  Children’s Bureau works 
with federal, state, and tribal agencies to oversee the standards of child welfare and 
improve the lives of families and children living in the United States.  It also directs child 
abuse prevention efforts and establishes regulatory guidelines for foster care and adoption 
(Children’s Bureau, 2017b). 
Today, the Children’s Bureau is organized under the U.S. Department of Health 
& Human Services Administration for Children and Families (ACF) and administers the 
most significant piece of child abuse legislation, the Child Abuse Prevention and 
Treatment Act (CAPTA).  Originally enacted in 1974, CAPTA was amended over the 
years to reflect advances in research and practice.  As society advanced, thinking about 
acceptable treatment of children and the definition of child abuse also changed.  A 2010 
version of CAPTA currently guides child welfare in the United States.  The CAPTA 
Reauthorization Act of 2010 defined child abuse as: “Any act or failure to act on the part 
of a parent or caretaker which results in death, serious physical or emotional harm, sexual 
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abuse or exploitation,” or “An act or failure to act which presents an imminent risk of 
serious harm” (p. 6).  
Taking protection of children one step further, in 1962 the U.S. Congress 
established the National Institute on Child Health and Human Development (NICHD, 
2017).  NICHD focuses on the entire life and well-being of children as opposed to one 
specific problem or disease.  Its mission is, 
To ensure that every person is born healthy and wanted, that women suffer 
no harmful effects from reproductive processes, and that all children have 
the chance to achieve their full potential for healthy and productive lives, 
free from disease or disability, and to ensure the health, productivity, 
independence, and well-being of all people through optimal rehabilitation. 
(NICHD, 2017, para. 3) 
The institute was credited with helping establish the mindset that healthy adult 
living takes root in early childhood development (NICHD, 2017).  NICHD initially began 
as the Taskforce on the Health and Well-Being of Children.  Spearheaded by Eunice 
Kennedy Shriver in 1961 and led by Dr. Robert E. Cooke, the taskforce called for 
research into the physical growth and emotional development of children, encompassing 
the effects of child abuse and neglect.  The influential backing of the taskforce helped 
establish NICHD as a funding source for pediatric research of all types (including the 
long-term consequences of child abuse and neglect).  Mrs. Shriver's vision, dedication, 
and life-long contributions to the well-being of children was honored by the renaming of 
NICHD to the Eunice Kennedy Shriver National Institute of Child Health and Human 
Development on December 21, 2007, by an act of Congress (Bianchia, 2017).   
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Since the 1960s, a gradual evolution of practice occurred.  In 2000, the federal 
government mandated one set of requirements holding all states accountable (Ryan & 
Gomez, 2017).  Although the vision of how to provide the best care for abused children 
changed over the years, having one overall standard to follow encouraged a collective 
understanding and communication of best practices creating positive outcomes for 
children and families.  Overall, child welfare practice has shifted away from a reactive, 
law enforcement model to a preventative, family-centered, collaborative model.  
Practitioners began to understand that prevention of abuse was key.  Waiting until 
maltreatment occurred exposed children to ongoing toxic stress and adverse childhood 
experiences proven to have lifelong consequences, including poor physical and mental 
health and diminished life outcomes (Felitti et al., 1998). 
Impact of Child Abuse 
Every year, nearly 10 million children under the age of 21 are treated for injuries 
in hospital emergency rooms, making injury the leading cause of pediatric hospital visits 
(Center for Disease Control [CDC], 2017.  According to the latest data, 78% of abuse and 
neglected occurred at the hand of a parent or guardian, indicating children in the United 
States were more likely to be victimized violently in their own homes than on the streets 
(Child Trends, 2017).   
For children who suffer severe abuse or neglect, a foster home is intended to 
provide a safe haven.  On any given day in America, over 400,000 children reside in 
foster care (Child Trends, 2017).  This statistic has remained steady for a decade, 
although placing children with relatives is on the rise.  In 2016, nearly half of all Los 
Angeles County children in foster care lived with relatives (Browning, 2017), compared 
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to only 30% nationwide (Child Trends, 2017).  Across the nation, an average of 14% of 
foster children live in group homes or other institutions, 4% live with pre-adoptive 
families, and the rest live in non-relative foster homes (Child Trends, 2017).   
However, foster care is not always the best solution for vulnerable children.  The 
act of removing children from their families and homes creates further emotional distress 
and often causes long-lasting traumatic responses (Felitti et al., 1998).  Traumatic 
experiences in childhood affected brain functioning, achievement of developmental 
milestones, the ability to bond and connect socially with others, and physical and 
behavioral problems later in life (Merritt, 2009).  Sadly, the child welfare system still 
receives millions of referrals each year (U.S. Department of Health and Human Services 
[HHS], 2017).  Currently, most children enter foster care (roughly 80%) because of 
neglect (Cornell, 2017).  Yet, most federal funding for child welfare is still earmarked for 
foster care instead of prevention (HHS, 2017). 
According to the Characteristics of Crimes Against Juveniles report by the Office 
of Juvenile Justice and Delinquency Prevention (OJJDP; 2000), children under age 12 
accounted for one-quarter of all juvenile victims known to police and at least one-half of 
juvenile victims of kidnaping and forcible sex offenses.  Girls were the predominate 
victims of sex offenses and kidnaping, but boys were the predominate victims of all other 
crimes.  More than 70% of reported sex offenses involved juvenile victims.  Only 11% of 
child victimizers in violent crimes were strangers (OJJDP, 2000). 
The ACES study found roughly half of depression cases and suicide attempts 
among women were connected to adverse childhood experiences (Felitti & Anda, 2009).  
The consequences of child abuse and neglect has complex, devastating, and long-term 
25 
consequences on children’s physical, mental, and emotional health (HHS, 2017).  This 
adverse impact delays normal childhood development and lingers into adulthood 
(Messman-Moore, Walsh, & DiLillo, 2010).  Experiencing physical or sexual abuse in 
childhood often delays the development of emotional regulation, which increases risk 
factors for psychiatric disorders such as borderline personality disorder, depression, 
anxiety, attachment issues, overly affectionate behaviors, inappropriate modeling of adult 
behavior, and aggression (Messman-Moore et al., 2010).  Researchers conducting the 
National Survey of Child and Adolescent Well-Being (NSCAW) found victims of child 
abuse had a higher risk for severe developmental, social and cognitive problems, and 
grade repetition (ACF, 2014).  NSCAW data showed more than half of youth with reports 
of maltreatment were at risk of dropping out of school, experiencing substance abuse, and 
being involved in criminal activity (ACF, 2014).  Victims of child sexual abuse engaged 
in risky sexual behavior more frequently than other children their age and were at a 
higher risk for teenage pregnancy, being victims of violence and rape, and contracting 
sexually transmitted diseases.  The rate of risk correlated to the severity of the childhood 
abuse (Felitti & Anda, 2009; Messman-Morre et al., 2010).   
Although child abuse and neglect most often occur within the home, the impact 
affects society as a whole.  One study found all eight categories of adverse childhood 
experiences were associated with an increased likelihood of employment and financial 
problems (Anda et al., 2004).  The same study determined these long-term costs to 
society were preventable. According to a study by the CDC (2017), the price for child 
abuse and neglect and related fatalities in one year totaled more than $100 billion.  The 
long-term economic consequences to society included increased reliance on public 
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services such as the health-care system, juvenile and adult criminal systems, public 
mental health, and public health programs related to substance abuse and domestic 
violence.  Ultimately, the indirect costs of abuse and neglect are passed on to public 
entities, primarily the healthcare, human services, and educational systems.  One study 
calls for the financial issue of child abuse to be addressed by policymakers or risk not 
being able to sustain the financial health of all other impacted systems (Needell, 2006). 
A significant body of ongoing research exists on the long-term consequences of 
child abuse and neglect.  However, the way the government allocates funding to child 
welfare relates to the collective understanding of the mission of child welfare, which 
constantly evolves with the ever-changing moral compass of society.  Questions continue 
to arise regarding whether child welfare services should focus mainly on child safety and 
foster care or on preventative measures and keeping families together.  Placing children 
in out-of-home care is costly.  The national price tag for child welfare was projected to be 
$46 billion for fiscal year 2018; down from $54 billion in 2017 (HHS, 2017).  The local 
child welfare budget in Los Angeles County alone is over two billion dollars (DCFS, 
2017).  To lessen the overall impact to society, communities began to focus on 
remediating the impact of child abuse and implementing an array of preventative  
services and strategies (DiLorenzo et al., 2013).  Teaming and collaboration with 
community partners and other government agencies to provide supportive services to 
families often allows children to safely remain with their parents.  One study found that a 
beneficial by-product of effective prevention was reduced reliance on costly foster care 
resources, (Gustavsson & MacEachron, 2013).  This resulted in child welfare executives 
changing their thinking about how to use finite resources to best serve vulnerable 
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families. Because severe poverty is often coupled with major risk factors, one scholar 
suggested “increased financial support for at-risk families may also be a wise use of 
resources” (Merritt, 2009, p. 31).    
Best Practices in Child Welfare 
Experts in child welfare now believe foster care should be avoided whenever safe 
and possible to do so (Boris & Rosenblum, 2016).  Based on the past two decades of 
research, child welfare practitioners now recommend providing additional supports and 
services to families to keep children in their home and/or return home as soon as possible.  
Children who have a permanent family before they become an adult experience far better 
outcomes later in their adult life than children who age out of the system without the 
benefit of a permanent family (HHS, 2017).   
According to The Evolution of Hope (Casey Family Foundation, 2017), best 
practices for serving vulnerable children and strengthening families included the 
diplomatic challenging of assumptions, authority, and policy, and requires a trauma-
informed practice to understand and treat the trauma impacting children.  The Casey 
Family Foundation has been a trailblazer in developing supportive programs and services 
for children in the child welfare system.  Its vision of building communities of hope 
involves establishing safe and supportive neighborhoods, helping strengthen families, and 
creating an environment where children may live to their fullest potential (Casey Family 
Foundation, 2017). 
For any version of the Casey Foundation vision to come to fruition, child welfare 
must collectively demand innovation to keep pace with social issues impacting children 
and families.  Studies repeatedly showed partnering and collaborating with other agencies 
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and community organizations improved safety and success for children (Alpert & 
Meezan, 2012; Goldman, Salus, Wolcott, & Kennedy, 2003; Gordon, 1982; Harburger, 
Stephan, & Kaye, 2013; Kemp, Marcenko, Hoagwood, & Vesneski, 2009; Kraus, Baxter, 
Alexander, & Bentley, 2015).   
Research and development of innovative and evidence-informed practice remains 
at the forefront of the collective understanding about what works to keep children safe.  
Child welfare must avoid re-traumatization of children and the subsequent impact of 
secondary trauma.  Once research identifies a practice demonstrating promise and 
effectiveness, the next step must be transferring this knowledge to staff through effective 
implementation and training programs.  Monitoring and tracking progress of the agency 
staff and the families they serve completes the practice wheel.  By adhering to the sound 
values and principles of social work practice as outlined by the National Association of 
Social Work (NASW) Code of Ethics, and developing individualized services in ways 
tailored to the needs of each client, agencies can begin to integrate service delivery using 
a variety of appropriate and effective strategies and tools to serve children and families 
(National Child Traumatic Stress Network [NCTSN], 2016). 
Seven common elements contributing to sustained positive outcomes were 
established by the research.  One study identified the four common elements as 
leadership, direct intervention, policy and administrative alignment, and lawsuit 
settlement characteristics (Ryan & Gomez, 2017).  Further research revealed three 
additional elements, assessment and service crafting; training, coaching and professional 
development; and continuous quality improvement methods (NCTSN, 2016).  Some 
combination of these seven elements was seen consistently in successful agencies.   
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Leadership.  Strong leadership is necessary to (1) ensure practice expectations 
are clearly defined; (2) support and facilitate practice that improves outcomes for children 
and families; (3) establish a vision for practice in field offices; (4) align resources to 
promote and support practice; (5) reduce barriers so social workers and other direct 
service staff may practice according to the agency model; (6) provide ongoing, 
constructive feedback on progress and make improvements based on data and evidence; 
and (7) create a culture of collective ownership of the outcomes the agency is striving for 
(Casey Family Foundation, 2017).  Casey advises these practices should be driven by 
collaboration, innovation, and an unwavering commitment to the children, youth, young 
adults, and families served. Helping child welfare agencies and programs across the 
nation collaborate and share best practices also helps communities tackle the broader 
issues faced by families such as poverty, high incarceration rates, lack of education, and 
substance abuse (Casey Family Foundation, 2017).   
Appropriate intervention and service delivery.  Efficient and effective service 
delivery meant service plans were reviewed and modified as needed through regular team 
meetings; delivered in a team-based approach characterized by coordination, 
collaboration and shared decision-making through formal reviews; and frequent contact 
with the client, service providers, mental health practitioners, and others important to the 
family (Quality Service Review [QSR], 2009).  Social workers must track and monitor a 
family’s progress on their path to permanency, safety, and well-being (Kraus et al., 
2015).  Beyond reunification or permanency, planning and support are required to ensure 
each child, youth, and family is prepared to be successful without further child welfare 
intervention. 
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Policy and administrative alignment.  Good social work begins with 
recruitment and hiring of staff who possess the critical social work skills, administrative 
acumen, and the appropriate educational background to work in the child welfare field.   
The overall workforce should reflect the diverse cultures of the population served and be 
culturally responsive, and open to opportunities to examine and improve cultural 
awareness skills.  Manageable caseloads and supervisory ratios, in accordance with the 
Council on Accreditation standards, are required for quality social work.  Supportive 
policy must also guide and direct the line staff in their day-to-day work (Collins-
Camargo, 2010; Fixsen, 2005; Packard, 2015). 
Lawsuit settlement characteristics.  Child welfare system reform was brought 
about by class action lawsuits in many jurisdictions.  Although litigation can cause a 
system to meet certain mandates, such as caseload requirements, it proved to be lacking 
in creating lasting, sustained change in child welfare overall (Ryan & Gomez, 2017).  
However, as a catalyst for change, litigation mandates prompted agencies to incorporate 
methods that helped bring about the culture change necessary for lasting reform (LaFa 
Agbényiga, 2011; McCrae, Scannapieco, Leake, Potter, & Menefee, 2014; Melchiorre & 
Vis, 2013; Packard, McCrae, Phillips, & Scannapieco, 2015). 
Assessment and service crafting methods.  An accurate, ongoing assessment 
beginning at the first point of contact with the youth and family in a strengths-based, 
developmentally sensitive, culturally-responsive, and trauma-informed process was 
required to identify the underlying needs and strengths of the children and family (Byers, 
2017).  Collaborative, individualized, and behaviorally specific service crafting and 
planning including clearly identified, measurable, and time limited goals, objectives, and 
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action steps that consider youth development and family culture, and resulted in a 
finalized service plan that could be agreed upon with the client, social worker, supervisor, 
and other members of the CFT (Annie E. Casey Foundation, 2017b; Byers, 2017).  
Training, coaching, and professional development.  Training, coaching, and 
supervision focuses on the real-time application of family-centered principles, critical 
thinking skills, introduction of trauma-informed practices, and sustains system reform 
(Lambert, Richards, & Merrill, 2016; McCrae et al., 2014).  Professional development 
partnerships designed to increase shared training with relevant community partners, 
stakeholders, and connected agencies was deemed essential to sustaining agency 
transformation (Kotter, 2012). 
Continuous quality improvement.  Utilizing data-driven accountability and 
continuous quality improvement strategies to ensure staff has timely information and 
participates constructively in a continuous improvement process helps sustain the cultural 
change over time (Collins-Camargo & Royse, 2010; Connolly & Smith, 2010; DiLorenzo 
et al., 2013).  Requiring data entry into electronic databases was the only way agencies 
could aggregate information for relevant reports to monitor and track progress.  
Generating special reports could also be useful to look more closely at a subpopulation or 
understand the effectiveness of a specific service or program outcome.  Comparable 
jurisdiction information could also be studied.  Regular use of data meetings examining 
the specific components of practice helped managers identify gaps and more effective 
practices.  Data meetings allowed staff to see their role in influencing and contributing to 
overall outcomes.  Through regular reflection and analysis, a management team learned 
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how to collectively improve agency performance (Collins-Camargo & Royse, 2010; 
Connolly & Smith, 2010; DiLorenzo et al., 2013).   
Prevention strategies.  A major shift occurred in thinking about violence toward 
children.  Rather than considering it inevitable, child welfare and health care 
professionals called for a focus on prevention of violence.  According to the Institute of 
Medicine (2012), this cultural shift required a variety of strategies.  The Child Trauma 
Research Program (CTRP; 2017) considered most serious injuries, including blows to the 
head and body, stabbing, gunshots, and other types of violence, to be preventable injuries.  
They advocated for early detection of child abuse to help decrease death, illness, and 
psychological trauma (CTRP, 2017).   
Preventable injuries were the leading cause of death and disability for children 
and young adults aged 1 to 21 living in the United States (CDC, 2017).  Injury from child 
abuse was found to be the most under-recognized major public health problem facing the 
nation (Bianchia, 2017).  To build research capacity in the fields of pediatric injury 
prevention and treatment, the National Institute of Child Health and Human Development 
established a Pediatric Trauma and Critical Illness Branch (PTCIB; 2013).  Under 
PTCIB, a Pediatric Trauma Research Program (PTRP) was developed to support research 
and training of professionals involved across the continuum of care for children that 
includes physicians, emergency medical technicians, emergency room staff, 
psychologists, social workers, nurses, and other family support personnel.  The PTRP 
focused on the epidemiology and prevention of intentional traumatic injuries in areas 
where known gaps exist, including how individual, physical, environmental, and social 
factors interact and affect the rate of risk of intentional injury to a child (PTCIB, 2013).  
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Children in some populations are at greater risk of both intentional and 
unintentional injury.  These disparities could arise from differences in age, gender, race, 
socioeconomic status, and geographic location. Currently, however, little research 
explores disparities in injury patterns, treatments, and outcomes.  Existing research 
suggests that contributing factors include domestic abuse and substance abuse.  Both 
substance and domestic abuse were identified as key indicators of the risk for child abuse, 
regardless of other demographic variables (Berger et al., 2010). 
The PTRP hopes to address treatment disparities by changing its portfolio of 
research to focus more on traumatic brain injury (TBI) and other crimes against children. 
TBI is a leading cause of traumatic death and hospitalization each year in the United 
States.  From 2001 to 2012, the rate of emergency room visits for injuries with a 
diagnosis of concussion or TBI, alone or in combination with other injuries, more than 
doubled among children 19 or younger (CDC, 2013).  In 2012, an estimated 329,290 
children were treated in emergency rooms for TBI or concussion.  Of particular interest 
to researchers involved in TBI were diagnostic markers, types of force used, protective 
methods and gear, and treatment and outcomes of TBI (NICHD, 2017).   
Early detection of child abuse and neglect resulted in more effective care 
coordination and recovery (Hanson, 2014).  When abuse was experienced as a child, 
there was a much higher likelihood the person would become the victim of abuse later in 
life.  Children, especially girls, often learned the victim role when watching parents 
engage in physical fighting (Bassuk, Decandia, & Richard, 2015).  Bassuk et al. (2015) 
found a childhood history of physical or sexual abuse correlated to a four times greater 
risk the person would be victimized as an adult.  When children experienced domestic 
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violence growing up, violence became a normal way of life.  This normalcy set in motion 
a vicious cycle of dysfunction where children of abusers became abusers themselves 
(Peace, 2015).  Breaking the cycle required intensive community education and family 
counseling.  Social workers, mental health professionals, and healthcare providers must 
be more knowledgeable to better address the issues of domestic violence and 
consequences of long-term abuse and neglect when caring for victims of abuse (PTCIB, 
2013).   
Conversely, without proper training on risk assessment and safety planning, 
domestic violence could go unrecognized by professionals such as custody evaluators, 
case workers, attorneys, and judges who made inappropriate, even harmful decisions that 
placed a child with an abusive parent or exposed them to further domestic violence.  
Abusers may manipulate the court and child protective system in ways that continue the 
abuse.  The study found that the wrong placement decision potentially placed the victim 
in even greater danger if they attempted to leave (U.S. Department of Justice, 2017). 
Pelton’s (1991) provocative article published nearly three decades ago cited poor 
outcomes for children in foster care.  Advocating for law enforcement to take over the 
investigatory piece of the child welfare process, Pelton (1991) posited child welfare 
agencies would then be free to focus on offering the types of family strengthening 
services and supports required to allow children to remain safely in the home.  Pelton 
(1991) also suggested redirecting a significant part of the child welfare budget to 
preventative and supportive services as a more effective way to serve families in the child 
welfare system (for cases other than severe abuse and neglect).  His influential report 
helped the child welfare pendulum slowly swing from the belief the best way to protect 
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children was placement in foster care, toward the idea of prevention and protection while 
living at home as an overall better practice for most children (Pelton, 1991).  Today, most 
child welfare practitioners prefer prevention programs providing in-home supports and 
services to care for abused children, except for the most severe cases (Merritt, 2009; 
Wells, Jolles, Chuang, McBeath, & Collins-Camargo, 2014).  
Pelton (1991) argued agencies that were both investigator and service provider 
made it challenging for the family to trust the agency and prevented an effective 
partnership.  Working collaboratively with other county agencies and community 
partners could help each agency be more effective.  Increasing prevention aspects of both 
county and community services could impact keeping children out of the child welfare 
system, according to child welfare administrators (Collins-Camargo et al., 2013).  
Administrators from five states came together to strategically plan how to share resources 
and leverage prevention services.  Their report, Promoting Cross-Sector Partnerships in 
Child Welfare: Qualitative Results from a Five-State Strategic Planning Process, showed 
increasing program services could be a key strategy to improve family functioning while 
avoiding subsequent trauma for children.  Working collaboratively to pool their resources 
also resulted in an overall reduction in removals and detentions (Collins-Camargo et al., 
2013).  When public and private child welfare agencies worked together to serve families 
their communities saw exponential results.   
The price tag for these types of services often seemed out of reach, but another 
advantage of agencies pooling or sharing resources was an amplified impact of reduced 
costs.  The study found that social workers in close contact with community service 
providers often knew about new programs before other agency or program staff.  
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Likewise, families could also be a good resource for information about programs and 
services.  Research found they often knew about community services that child welfare 
staff did not.  For example, families may belong to faith-based communities providing 
housing, counseling, daycare, and other types of services.  These non-profit services were 
typically also more cost effective than child welfare agency services (Rivera & Sullivan, 
2015). 
Experts agree that the causes of child abuse and neglect are complex.  Yet, studies 
repeatedly showed that developing prevention measures to address known risk factors 
was effective.  Child welfare agencies and researchers across the country continue to 
develop strategies to prevent or lessen child abuse and neglect.  Programs preventing 
maltreatment were often also proved to be more cost effective (HHS, 2017).  Prevent 
Child Abuse America (1999) estimated that effective policies and strategies to prevent 
child abuse and neglect could save taxpayers $80 billion per year.  Projected savings 
included reduced costs for child welfare services, reduced family enrollment in 
Temporary Assistance for Needy Families (TANF), decreased visits to emergency rooms, 
and decreased costs associated with incarcerating offending parents.   
One study focused on educating social workers about prevention programs and 
trauma informed practice as a partial solution to the larger problem of how to best 
allocate limited child welfare resources and services (Chadwick Trauma Informed 
System Project, 2012).  The report stated that introducing new, developmentally 
appropriate interventions as prevention methods helped child welfare professionals 
recognize which interventions were most successful at various developmental stages and 
understand the mechanisms of successful adaptation.  Advances in the diagnosis, 
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treatment, and prevention of all forms of child maltreatment, including physical, 
psychological, and sexual abuse and neglect, could advance the overall field of trauma 
among children.  Chadwick Trauma Informed System Project (2012) found that child 
welfare agencies utilizing preventative, supportive services helping parents suspected of 
neglect and abuse learn how to better care for their children could, ideally, introduce 
appropriate interventions at the first sign(s) of trouble.   
Family-Directed Interventions 
Over the past 30 years, researchers and practitioners have developed a better 
understanding of the traumatic effects of child abuse.  Specific interventions were 
developed to address the effects of trauma, build resiliency, and hopefully, prevent 
further trauma.  Recent studies found that providing needs-driven services in a family 
setting was the most effective way to care for abused and/or neglected children (Alpert & 
Meezan, 2012; Boris & Rosenblum, 2016; Connolly & Smith, 2010; DiLorenzo et al., 
2013; Harburger et al., 2013; Kemp et al., 2009; LaFa Agbényiga, 2011; Pelton, 1991; 
Wells et al., 2014).  Although preventing child abuse and neglect from occurring remains 
the priority, it is equally important to develop effective intervention models to respond to 
the needs of children once they have experienced abuse and neglect.   
The use of the teaming approach in the child welfare system was significant 
because it addressed all three elements of child welfare – trauma, resiliency, and 
prevention (Annie E. Casey Foundation, 2017b).  Most children and families involved 
with child welfare have experienced some form of past trauma.  The way children 
experienced trauma and/or injury, and their resulting treatment needs varied greatly 
depending upon the child’s age when the trauma occurred.  The study found many 
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children were not old enough to articulate their emotions, and may not have even acted 
out, yet still developed behavioral and psychological problems such as depression, 
anxiety, and post-traumatic stress disorder (PTSD).  When human service systems 
recognized and responded to the impact of trauma and used this knowledge to adapt 
policies and practices, children, youth, and families benefited (Huang et al., 2014).  
CFT as an intervention first arose in New Zealand as a response to the concern 
children from the Maori tribal population were overrepresented in both the juvenile 
justice and child welfare systems (North Carolina Department of Social Services 
[NCDSS], 2003).  The New Zealand child welfare system began looking for ways to 
reverse this disproportionality.  They wanted to decrease the role of the government in a 
child welfare case and increase the involvement of nuclear families, the clan, and Maori 
tribal government.  Eventually their search for suitable interventions led to a CFT model 
(NCDSS, 2003).   
When the CFT model was applied in New Zealand the researchers learned that 
variations of the model resulted depending upon the context of the agency where it was 
used (Collins-Camargo, 2013).  For example, the court model varied from the child 
welfare model, which was different from the mental health model.  Yet, despite their 
differences, the New Zealand team also learned successful CFT models had a family-
directed approach in common.  Other shared elements included respecting the family, 
identifying family strengths, allowing the family to be the expert about their family, and 
allowing the family to have a voice in how they would meet their challenges (Collins-
Camargo, 2013).   
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Research showed the advantages of CFTs included reducing child maltreatment, 
reducing domestic violence, decreasing disproportionality, and increasing child and 
family well-being (The Chadwick Trauma-Informed Systems Project, 2012).  A 2010 
study of North Carolina’s CFT model found the ability to keep children out of foster care 
was directly proportional to the amount of experience an agency had with the CFT 
meeting process (Deloatch, 2010).  Deloatch (2010) reported one serious drawback of 
CFTMs was the challenge of implementation, especially in large organizations.  The 
variety of CFT meeting approaches could also be confusing to child welfare practitioners.  
They wondered which model was most effective; which approach might be most useful 
in a specific circumstance.  The team broadly defined which model or combination of 
approaches to use and when a particular approach might be most useful with the 
expectations that child welfare practice would improve as a result of deeper family 
involvement (Merkel-Holguin, Pennell, & Rideout, 2002).  In their report Bringing 
Families to the Table: A Comparative Guide to Family Meetings in Child Welfare, the 
researchers discussed features of differing practice models.  The differences centered 
primarily around family involvement in setting the agenda, team membership, and 
decision-making authority (Merkel-Holguin et al., 2002). 
The early implementers of the CFT practice in New Zealand, Marie Connolly and 
Ray Smith (2010), framed their early CFT work in the 1990s as the result of a “reactive 
system which struggled to manage not only increasing volumes of work, but also the 
costs related to them” (p. 14).  Their research established that using teaming was 
ultimately more effective than the traditional system focused on responsiveness (e.g., 
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timeliness) and sustainability (e.g., financial management).  They also found four 
important elements were necessary when introducing the CFT model into an agency: 
(1) a knowledge framework of good practice that is both ethics and 
evidence informed; (2) a service model showing responsiveness to 
families; (3) a practice package, providing the tools and resources to give 
legs to the framework and the service model; and (4) a supportive 
environment encouraging staﬀ to do the diﬃcult job that they need to do. 
(Connolly & Smith, 2010, p. 16)  
Connolly and Smith (2010) advocated staunchly for agency readiness.  They also 
cautioned against professionals being overrepresented at team meetings and introducing 
unrealistic reforms into an overwhelmed child welfare system before a foundation of 
readiness and capacity was established (Connolly & Smith, 2010).   
Other researchers also documented the importance of agency readiness. 
Researchers on a Colorado team pointed out that changing an agency’s role from being 
the lead of the family’s efforts to being a member of a family-directed team required a 
paradigm shift for social workers and a significant cultural change within the agency 
(McCrae et al., 2014).  The Colorado researchers devised three simple questions to 
determine the level of readiness for a cultural shift within a child welfare organization: 
(1) what is the level and nature of buy-in related to the innovation, (2) does buy-in vary 
based on staff characteristics, and (3) what is the “relationship between buy-in, agency 
readiness, and implementation status” a year after the project start (p. 29).  The 
researchers reported staff buy-in was the key element to successfully implementing a 
teaming practice model (McCrae et al., 2014). 
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According to the National Child Traumatic Stress Network (NCTSN, 2016), an 
agency that desires to raise the standard of care for traumatized children should introduce 
the full continuum of care for victims of child abuse which includes prevention strategies, 
treatment and interventions, and ongoing aftercare support for recovery and subsequent 
rebuilding of resilience and well-being.  Collectively, these strategies improve outcomes 
for children and their families.   
NCTSN (2016) committed to focus their research on violence and violence-
related injuries over the following five years.  Their research examines the consequences 
of injuries to children and the diagnosis and treatment of the most severe types of child 
abuse such as head trauma and sexual abuse. They plan on supporting research that 
studies the causes of severe abuse and looking at prevention programs, access to services, 
as well as mental health and medical treatments with the goal of improving existing 
treatment and prevention methods and developing new methods and tools to improve 
outcomes for children and families (NCTSN, 2016).  
Recent Reform Measures in California 
The California Department of Social Services (CDSS) focused on realizing the 
best possible outcomes for all children, youth, and families within the state when they 
introduced Assembly Bill 403, otherwise known as Continuum of Care Reform (CCR). 
CDSS hopes to support the development of assessment tools, intervention strategies, and 
treatments for children whose recovery from physical trauma is often complicated by 
psychological trauma.  Using a variety of supports and services, guided by the work of 
CFT action plans, California committed to improving child welfare practice in the state. 
Under the state’s new practice model, helping establish healthy family dynamics 
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translates to children staying safely at home with their families more often, reunifying 
more quickly, and reentering the system less frequently (CWDA, 2017). 
Partnership at the county level is considered critical.  Because multiple agencies 
are often engaged in cases of suspected or substantiated child abuse, cross-agency 
collaboration is essential.  California traditionally accounts for nearly 20% of all foster 
youth nationwide (Needell, 2006).  The state’s work could help reveal ways the medical, 
legal, mental health, law enforcement, public health, and child welfare systems engage 
with one another in the family-directed teaming process.   
Cross-Sector Collaboration 
Federal and state policies establish intake criteria for children who enter child 
welfare.  When a child abuse referral meets that criteria, local child welfare authorities 
act.  Because abuse is most often reported by a teacher, counselor, clergy, or medical 
professional, multidisciplinary training was deemed necessary for understanding, 
diagnosing, and caring for maltreated children (London, Bruck, & Ceci, 2005).  
Broadening cross-sector collaboration and using diagnostic tools in settings outside of 
hospital emergency room departments is needed to further develop successful family 
support systems in communities (PTCIB, 2013).  New diagnostic tools would also 
support the accurate detection of physical abuse and distinguish intentional abuse and 
neglect from unintentional injuries.  
Multiple systems and agencies intersect on behalf of improving child welfare 
outcomes.  In a double-blind, mixed-methods study in 2010, authors Chahine and 
Sanders recommended communities reframe child maltreatment interventions from a 
public health perspective.  Both the Chahine and Sanders (2010) study and a later study 
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by DiLorenzo et al. (2013) demonstrated that developing partnerships with key agencies 
and community members was a primary factor in building community-based prevention 
initiatives.  This preventative approach based on teaming is similar to the CCR initiative 
being introduced into the local child welfare system.  Another study proved child welfare 
was more effective paired with professionals from other agencies, such as judges, 
advocates, law enforcement, mental health, and social services (Collins-Camargo et al., 
2013).  Coupled with natural resources from the community and family members, this 
formed the foundation for a strong team of support and promoted successful outcomes for 
families involved with the child welfare system (Dennis et al., 2015). 
CCR was designed to make the multi-disciplinary systems working in child 
welfare more child and family centered and accountable.  As of January 1, 2017, each 
newly detained child was legally mandated to have a CFT coordinating an individualized 
service plan on his or her behalf.  CCR increased the urgency for effective collaboration 
between agencies serving the same population.  Eventually, the goal is to have shared 
screening, assessment, data management, reporting, tracking, and metrics used across 
systems.  Use of common tools supports practice improvement across system and county 
boundaries (CWDA, 2017). 
Family-Directed Teaming in Los Angeles County 
The Los Angeles County child welfare agency, DCFS, committed to preventing 
children and youth from entering the child welfare system whenever possible (Browning, 
2017).  Using a practice of teaming with families, early intervention efforts, and 
supportive services and programming, the agency focuses on working with families to 
make their homes safe so children can either stay at home in the first place, or quickly be 
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reunited with parents.  When returning home is not possible, DCFS works swiftly to find 
other safe, loving, and permanent families.  In a county with a population of over 10 
million people and close to 18,000 children in care, the child and family’s voice can 
sometimes be diminished during the duration of a case (QSR, 2009).  Systemic factors 
contributing to the high number of youth in DCFS included common community issues 
described previously, such as substance abuse, unmet mental health needs, institutional 
bias, inadequate child abuse prevention programs, lack of partnership with faith-based 
and community initiatives, legal and procedural obstacles, insufficient attention to the 
issues of trauma, absence of fathers in reunification efforts, and a lack of supportive 
services for families when children were adopted or placed in out-of-home care (Weber, 
2010). 
Over the past two decades, Los Angeles witnessed the effectiveness of practice 
change in other jurisdictions.  Desiring to produce similar outcomes, DCFS embraced the 
philosophy of a core practice model (CPM) and began implementing a practice with 
family-directed teaming as one of the central strategies.  Similar to the state practice 
model, the DCFS core practice model systematically works to address both practice and 
system level changes (Sophy, 2009).  This transformational practice model embraces 
family strengths and empowers the family to create their own circle of supportive 
relationships to help them address underlying needs.  Relatives, caregivers, teachers, 
religious leaders, and community members collectively help create a safe, caring, loving 
environment for children. Parents are not expected to be perfect, just willing to 
participate on the team, and learn, grow, and change.  Helping families address their own 
underlying needs and develop a supportive team of professionals, friends, family 
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members, and others is one key strategy currently being used in pursuit of better 
outcomes for children and families (Sophy, 2009). 
The six overarching strategies of the Los Angeles County shared core practice 
model (SCPM) are (1) reducing caseloads, (2) increasing training and coaching of staff, 
(3) identifying underlying needs of children and families, (4) partnering with mental 
health and other agencies to increase access to mental health and other services, (5) 
increasing placements within the community, and (6) using a CFT approach (DCFS, 
2016).  As families identify who they want to participate on their team, develop their own 
strength-based goals, and learn to direct and rely on members of their team to help them 
accomplish their goals, they increase their ability to appropriately address their own 
problems and reduce reliance on the child welfare agency.  Although the CFT approach 
was only one strategy in child abuse prevention efforts, it has exponential effects because 
it links all the people children depend on – parents, relatives, teachers, childcare workers, 
counselors, pastors, coaches, and others, who provide love, support, and guidance to the 
child (Annie E. Casey Foundation, 2017b).   
A Colorado research team found organizations needed to adapt implementation 
strategies to fit the needs of geographical area (McCrae et al., 2014).  They also strongly 
favored the use of coaching to support staff during implementation of CFT to assist each 
geographical location in adapting the model to best fit their needs.  The result of this 
cultural transformation was for children to have:  
• Trauma-related and developmental needs jointly identified by team 
members (Williams & Glisson, 2014) 
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• Individualized services tailored to address both the child and the 
caregiver’s needs (Platt & Riches, 2015) 
North Carolina learned in its implementation of the CFT model that focusing on 
family strengths helped the family see themselves through a broader lens and ultimately 
helped resolve family safety issues.  As Dr. William Bell, President and CEO of Casey 
Family Programs stated,  
If this nation’s vulnerable children and families are to succeed and thrive, 
we must more consistently view children in the context of their families, 
view families in the context of the communities in which they live and 
view any intervention in the context of a family and community support 
network. (Bell, 2013, para. 34) 
The family-directed teaming models studied in this literature review contained 
common elements, including training, coaching and/or certification of staff, preparing for 
the meeting, developing a relationship with the family, working with the family to 
determine their strengths and identify underlying needs, establishing individualized 
family goals, and creating a collaborative case plan with the family.  In Los Angeles 
County, a four-step teaming model was adopted incorporating the elements listed above.  
The four steps are: (1) staff engagement, which includes case review and supervisory 
conferencing; (2) family engagement, which refers to building rapport with the family 
and going over their role in the child and family team process; (3) a team meeting using a 
specific agenda and meeting format taught to all staff who facilitate CFT meetings; and 
(4) a debrief where staff and other professionals clarified team member responsibilities 
and next steps (DCFS, 2016).   
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Coaching in Child and Family Teaming   
Effective CFTs require all elements of the shared core practice model are 
integrated into the day-to-day work of the agency with a focus on safety and the long-
term view.  Although the impetus for change may have started with the Katie A. Lawsuit, 
an institutional analysis conducted by the California Partners for Permanency (CAPP) 
indicated the agency embraced moving away from a compliance driven, authoritarian 
approach and moving toward a strengths-based, collaborative approach with families.   
Initially designed as a federal initiative to address disparity and disproportionality 
for African American and Native American families in the child welfare system, the 
CAPP grant focused on reducing institutional privilege and defining good practice 
behaviors.  The purpose and scope of developing SCPM practice behaviors included 
defining a uniform service delivery model, operationalizing the key elements of the 
SCMP in day-to-day interactions among staff and with families, creating a common 
language to describe professional skills needed to effectively communicate with other 
team members, responding in a trauma-sensitive manner, and providing a training and 
coaching framework for ongoing professional development.   
Using the identified practice behaviors, coaches helped guide workers to improve 
their clinical skills.  For example, as the staff engaged with families in CFTMs around 
their goals, the behaviors included listening to the family’s story (the entire story, not just 
DCFS concerns), identifying and appreciating the family strengths and honoring their 
culture, demonstrating respect and empathy, validating feelings, holding candid 
conversations about worries, exploring underlying needs with families and community 
partners, building circles of support with families, and incorporating the family’s 
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perspective of their own needs and solutions.  Coaches who role modeled these behaviors 
also gave feedback to other members of the team, which helped improve the overall 
quality of the casework.  These efforts helped families meet their goals and build the 
safety net they needed to exit to safe and permanent outcomes with less likelihood of 
reentry (DCFS, 2016).  
The Los Angeles County CFT training curriculum calls for meetings to be held in 
a safe, comfortable environment (DCFS, 2016).  Whenever possible, CFT meetings are 
held in the family home and last less than two hours.  Although some CFT models 
required various components, the Los Angeles County model encourages the family to 
choose who participates on their team.  Ultimately, the best plan was the one the family 
would follow.  Choosing their team members helped increase family buy-in.  When there 
was dissention among team members, such as serious conflicts between two parents, 
separate CFT meetings may be required (DCFS, 2016).  The Quality Parenting Initiative 
(QPI), a sister initiative of SCPM focused on families, advocates for caregivers to interact 
with biological parents as much as possible, including participating in CFTs (QPI, 2016).  
Since caregivers are protecting and caring for the child in the parents’ absence, QPI 
advocates for their involvement at the CFT.  The QPI philosophy of fostering families 
alluded to the fact children did best when their caregivers were getting along and had 
good communication (QPI, 2016). 
Los Angeles County DCFS and the Department of Mental Health (DMH) are 
exploring collaborating on utilizing a DMH assessment screening they provide for newly 
detained children as one type of teaming implemented early in the agency’s involvement 
with the family.  This assessment meeting has many similar elements of the CFTM and 
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may involve the family in developing a CFT action plan earlier in the engagement 
process.  A subsequent meeting could be more closely patterned on the CFTM model.  
This would give the social worker and family more time to get to know one another and 
form the team of individuals supporting the family at a CFT meeting.  Regardless of 
when a CFT is held in the life of a case, a meeting can be pulled together in a short time, 
making them effective tools for addressing family needs. 
When children are in danger of being detained in out-of-home care, a CFTM 
should be held.  As of January 1, 2017, state law required a CFTM be held for all newly 
detained children (CWDA, 2017).  Putting a supportive team in place to assist the family 
with resolving their underlying issues supported reunification in the long term.  Although 
CFTMs can be held using slightly different structures, and at various times in the life of a 
case, they are all incarnations of the same meeting and retain the same basic structure and 
purpose of producing a plan to guarantee the safety of the children and either reunify the 
family or find the child a permanent home. 
Another interesting preventative measure currently emerging from a collaboration 
between DCFS and the county Office of Child Protection (OCP) is a new way of 
engaging with families.  In this pilot, DCFS is working with multiple family members to 
create a supportive system for the child and extended family caregiver.  In addition to 
working with the relative who provides a home for the child, the offices work with other 
relatives to provide additional support for the caregiver and child such as checking in 
with a visit or a phone call, assisting with monitoring visits, or transporting the child to 
after-school and extra-curricular activities, and providing financial support.  Relatives 
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involved with the pilot seemed eager to help and happy to be involved in the child’s life 
in this supportive role (Miller, 2017).  
Recently, DCFS reported a 50% overall reduction in the number of families 
willing to be foster parents in Los Angeles County, making it difficult to find suitable 
placements for newly detained children (Browning, 2017).  Simultaneously, California 
mandated CCR, which took effect January 1, 2017 and required counties to close their 
group homes, exacerbating the placement shortage.  CCR directed counties to place foster 
children with resource families, related and non-related caregivers (CWDA, 2017).  
Short-term residential therapeutic programs (STRTP) became the only option for foster 
youth unable to be placed in a family home because they needed high levels of 
therapeutic care.  
The closure of group homes left Los Angeles County with a serious shortage of 
suitable placements for foster youth.  This shortage crisis prompted an urgent need to 
place more emphasis on early prevention and diversion to keep families out of the child 
welfare system.  Using the Upfront Family Finding and Engagement Pilot that DCFS and 
OCP jointly conducted as a springboard to reimagine early prevention and diversion, the 
offices focused on providing alternative supports and services to keep families out of the 
child welfare system.  By creating teams using social workers with expertise in family 
finding techniques, the offices intensified their efforts to place children with relatives.  At 
the beginning of the pilot, Office 1 was placing with relatives an average of 59% of the 
time and Office 2 was placing with relatives 58% of the time.  After the six-month pilot, 
relative placements at the two offices ranged from a low of 57% and a high of 92%.  
During the six-month period, one of the pilot offices was able to place 81% of children 
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with relatives and the other office placed 71%.  These numbers far exceeded the 29% 
national rate of relative placements and the 40% rate in California (Annie E. Casey 
Foundation, 2017b).   
System Supports and Considerations 
Significant differences existed from office to office in how implementation 
resources such as supervision, training, and coaching were embraced and supported.  
Variation also existed in the community and contextual factors faced by each office.  
Together they illustrated the complexity of effecting system-wide model change in a 
child welfare system.  Addressing contextual factors such as supportive policy, high 
caseloads, and involvement of community partners cleared the way for full 
implementation and sustained support for a consistent practice model throughout the 
organization (DCFS, 2016).   
Administration and policy issues. The cultural shift associated with changing a 
practice model required substantial support from local leadership.  This support was 
demonstrated by a change in administrative policies and procedures, support and 
accountability incorporated into the day-to-day work of social workers, new supervision 
practices, and ultimately by a change in the role of the agency and how it interacted with 
families.  The following topics were identified as key considerations for implementation 
success: capacity for coaching staff, a manageable caseload ratio, a good level of 
collaboration with partner agencies, leadership support and positive political influences, 
and a positive organizational climate (Dennis et al., 2015).  Studies showed how a worker 
felt about their agency directly correlated to their level of self-efficacy (Collins-Camargo 
& Royse, 2010).   
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Evaluation and metrics. The goal of the Los Angeles County SCPM is to 
improve outcomes for children and families in the child welfare system.  The principles 
of implementation science showed that using effective intervention practices combined 
with effective implementation practices resulted in positive outcomes for children and 
families (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005).  If a jurisdiction wanted to 
know whether a practice model was effective or which practices in the model most 
closely associated with improved outcomes, then evaluation and model fidelity mattered.  
The outcomes demonstrated how families and children were served by the intervention.  
A fidelity assessment tool demonstrated if the behaviors in the practice model were used 
as intended.  A fidelity assessment process helps determine the degree to which a practice 
is used consistently, despite diverse family cultures, contexts, and situations.  Evaluation 
provides the critical link between implementation and outcomes (Fixsen et al., 2005). 
In addition to the Child and Family Services Review (CFSR) mandated by the 
federal government, Los Angeles County DCFS also uses the Quality Service Review 
(QSR) to monitor practice.  The QSR serves as a direct measure of the SCPM used by 
DCFS and the DMH.  The first QSR was conducted in 2010 and the initial QSR baseline 
was completed in 2012.  Currently in Round 4, the QSR provides in-depth, case-based 
review of frontline practice in specific locations at specific points in time.  The QSR 
measures family engagement, voice and choice, teamwork, assessment and 
understanding, and long-term view.  These elements have been proven to strongly 
correlate to good casework and building a foundation for the type of family planning that 
keeps children safe and improves family functioning (QSR, 2009).  Measuring these 
elements also informs the agency if its work created real change and positive outcomes.   
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QSR uses a combination of record reviews, interviews, observations, and 
deductions made from fact patterns gathered and interpreted by certified reviewers 
regarding children and families receiving services.  QSR protocols contain qualitative 
indicators that measure the status of the child’s situation with parents and/or caregivers.  
The tool is designed to reveal the measure of safety, permanency and well-being 
outcomes achieved thus far in the life of the case.  The protocol also provides a set of 
qualitative indicators for measuring the quality and consistency of core practice functions 
used by staff during their practice with the case.  These measures become the basis for 
evaluating, promoting, and strengthening the SCPM and providing both qualitative and 
quantitative, metrics-based feedback to frontline staff, supervisors, and program 
managers.   
The QSR stimulates and supports practice development and capacity-building 
efforts leading to better results for the children and families.  QSR utilizes the SCPM 
principles to work with offices to establish and maintain relationships so office leadership 
understands the connection between SCPM and the QSR process.  QSR staff train 
regional office staff on QSR indicators within office review preparation activities four 
months in advance of a review.  The QSR team also assists office leadership to complete 
a QSR Readiness and Accountability Checklist.  After the review, the QSR team 
discusses next steps with office leadership at a “Sum Up” meeting where opportunities 
for future support are offered and explored.  The QSR team also provides technical 
assistance and helps the regional offices develop systematic processes to establish goals 
and track and report on jointly developed next steps designed to improve outcomes.  To 
date, the agency continues to use the QSR to evaluate and measure practice.   
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Quality improvement. Quality improvement is an important aspect of any 
program or initiative implementation.  In the book Leading Change, author John Kotter 
(2012) advised leaders to pay careful attention to the business aspects of implementing 
new models and prototypes.  He warned managers not to underestimate the power of 
inertia (i.e., it is easier to do nothing than change) and advised organizations to create a 
cultural campaign along with supportive policies and procedures when rolling out 
implementations on a large-scale basis (Kotter, 2012).  In implementing SCPM across 
multiple regional office and programs, DCFS wanted to maintain model fidelity while 
allowing for flexibility in adapting the intervention across sites.  The agency developed 
an overarching logic model and implementation plan with three distinct phases, and each 
regional office adapted the plan to meet local needs (DCFS, 2016). 
Ongoing quality improvement efforts require tracking performance measures over 
time along with a thorough analysis of available administrative data, such as federal 
outcome indicators and a review of aggregate QSR and CFSR assessments.  
Communicating and prioritizing follow-up actions items vary by office.  Local coach 
developers are utilized to assure model fidelity as they continued to assist with building 
capacity in teaming and practice.  Their quality improvement efforts focused on 
transitioning supervisors to a coaching and certification role for their staff and assisting 
with development of local office implementation plans.  The leadership team could then 
focus on establishing and administering productivity standards, increasing external 
stakeholder engagement, and developing a process for regional office managers to 
participate in QSR.  DCFS focused on improving the QSR process through a combination 
of intensive training, coaching, staff development, and administrative changes.  The 
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DCFS executive team is making quality improvement a priority by encouraging office 
leadership to participate in the training and to serve as reviewers.   
Conclusion 
The Los Angeles County SCPM strikes a careful balance between prescriptive 
policy direction and the exercise of sound professional judgment (Sophy, 2009).  Since 
staff training and certification began in August of 2014, the department made great 
strides in advancing the CPM concepts and CFTs as a central strategy of CPM.  
Accomplishments included establishing a supportive training and coaching process, 
certification of the agency’s social workers, development of an automated tracking 
system, and the launching of a new website,  http://gettothecore.org/ (DCFS, 2016).   
Despite these accomplishments and positive initial results, good research protocol 
requires the need for further studies to be conducted to firmly establish the link between 
CFTs and improved outcomes for children and families in Los Angeles County (Packard 
et al., 2015).  Initial analysis indicated children in foster care in Los Angeles County 
served by CFT certified workers spent fewer months in foster care compared to those not 
served by certified workers and calls for more research into effective prevention practices 
for which the physical and psychological implications were less understood (Lee, 2016).   
Chapter II provided a review of the literature.  It covered relevant topics such as 
the history of child abuse and prevention, current trends and best practices such as CFTs, 
and state, federal and local efforts related to child welfare.  The chapter built upon the 
understanding that prevention is key to building and sustaining healthy families and 
strong communities.  This section also discussed the significance of a public health 
approach to child safety where multiple agencies collaborate to develop shared solutions, 
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thus effectively capturing the potential contributions of all partners in the fight against 
child abuse.    
Chapter III will present the study methodology. 
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CHAPTER III: METHODOLOGY 
This study sought to describe the experiences families had with the intervention of 
CFTs, from the family perspective, while children were placed in out-of-home care.  It 
also sought to identify and describe the impact of CFTs upon children reentering foster 
care within 12 months after their initial cases were closed.  Chapter III provides an in-
depth description of the model of child and family teaming used in Los Angeles County 
and attempts to determine if there was any impact upon the rate of reentry into foster 
care.  Beginning with a review of the purpose statement and research questions, the 
chapter goes on to detail the selected methodology and research design of this mixed-
methods study.  Information about the population, sample, instruments, validity, and 
reliability are presented in detail in separate sections.  An in-depth explanation of the data 
collection process, procedures used to analyze the data, and the steps taken to ensure the 
study was conducted in a reliable manner to produce valid results, are also described in 
Chapter III.  The chapter concludes with a presentation of the study limitations and a 
summary.   
Purpose Statement 
The purpose of this mixed-methods study was to describe the family experiences 
of foster care for those who had a CFT and those who did not.  In addition, the purpose 
was to identify and describe the impact of child and family teams upon reentry into foster 
care.   
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Research Questions 
The following research questions were designed to answer the overarching 
question: To what extent do family experiences differ between cases with and without 
CFTs?  The research questions were: 
1. What are the experiences of families who had a CFT and those who did not 
during the time they were involved with the foster care system? 
2. How do CFTs continue to function after a child is reunited with their family? 
3. How does the rate of reentry into foster care compare for children who had a 
CFT and those who did not? 
Research Design 
This study used both qualitative and quantitative methods to identify and describe 
the impact of CFTs on children in foster care.  Combining the rich qualitative 
descriptions of the lived experiences of families along with the quantitative analysis of 
statistical information from the child welfare agency’s administrative data to provide a 
comprehensive representation of actual practice.  
Research falls into two main categories, qualitative and quantitative, and specific 
procedures accompany each of these two major research approaches (Creswell, 2014; 
McMillan & Schumacher, 2014).  According to McMillan and Schumacher (2014), 
research is defined as the collection and logical analysis of data in a systematic, purpose-
driven process.  Research methodology supports this process by clarifying “the ways that 
data are collected and analyzed” (McMillan & Schumacher, p. 8).  There are distinct 
characteristics distinguishing the two approaches.  Qualitative understanding, as stated by 
Creswell and Plano Clark (2011), “arises out of studying a few individuals and exploring 
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their perspectives in great depth” (p. 8).  Results from qualitative research typically 
produce measurable narrative data through methods such as unstructured interviews or 
direct observation (Creswell, 2014; McMillan & Schumacher, 2014).   
Results from quantitative research studies are generally presented as a set of 
numbers or statistics.  In this case, information was collected through a deductive 
approach to test possible hypotheses from the literature review.  It was considered a 
deductive approach based on the researcher’s “pre-conceived notions based on published 
theory and research” (Patten, 2012, p. 19).  Quantitative research was selected due to the 
large participant samples to be analyzed.  Instruments such as structured questionnaires, 
multiple choice questions, and structured surveys were selected because they lent 
themselves nicely to statistical analysis (Creswell, 2014).  This study, like most other 
quantitative studies, reported on broad summaries that could easily be generalized to the 
broader foster care population.  
As Roberts (2010) stated, “qualitative and quantitative approaches in a single 
study complement each other by providing results with a greater breadth and depth; 
combining a ‘what’ with a possible ‘why’ which adds power and richness to the 
explanation of the data” (p. 145). 
Mixed-Method Design  
The general premise of using mixed-method research entails combining 
qualitative and quantitative approaches to provide a more detailed understanding of the 
research topic than either method could provide on its own (Creswell, 2014; Creswell & 
Plano Clark, 2011; Roberts, 2010).  This mixed-methods study focused on collecting and 
analyzing data using both quantitative and qualitative research methods, including in-
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person interviews using open-ended questions, and a survey offering a fixed choice of 
closed-ended questions.  Figure 1 provides a representation of the data collection process 
for an explanatory mixed-methods design.
 
Figure 1. Visual display of explanatory mixed-methods study. Source: Creswell & Plano 
Clark (2004). 
Quantitative research design.  According to McMillan and Schumacher (2010), 
quantitative research is a field of inquiry in which objectivity is emphasized.  A 
quantitative researcher measures and describes phenomena by using numbers and 
statistics.  McMillan and Schumacher (2010) described two types of quantitative 
research, experimental and nonexperimental.  Experimental quantitative research includes 
true experiments, quasi-experimental studies, and single subject studies.  
Nonexperimental designs include descriptive, correlational, comparative, survey, ex post 
facto, and secondary analysis research (McMillan & Schumacher, 2010).   
Patten (2012) described quantitative research as a deductive process that begins 
with a review of the literature and then the researcher deduces possible explanations to be 
tested.  The researcher then attempts to measure and analyze relationships between 
identified variables.  Quantitative inquiry is appropriate when the researcher wished to 
generalize from the study population to a broader population (Patten, 2012).  In the case 
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of the quantitative portion of this study, a comparative design was used for both archival 
and survey data collected.   
Archival data refers to information already existing in someone else’s files 
(Patten, 2012). Originally generated for reporting or research purposes, it is often kept 
because of legal requirements, for reference, or as an internal record.  In general, because 
it was the result of completed activities, it is not subject to change and therefore 
sometimes known as ‘fixed data.’  According to Patton (2002), the researcher is 
analyzing fixed data and “making sense out of what people have said” (p. 380).  Agency 
approval was obtained before archival data was collected for this study (Appendix F).  
The data were collected by the agency’s Information Technology (IT) Division, the 
division responsible for accessing and maintaining electronic data.  Using existing data 
allowed the researcher to examine specific variables such as length of time in care, date 
of entry, and date of exit from foster care, which directly related to the purpose and 
research questions.  Finally, survey data of study participants were collected 
electronically using Survey Monkey.  This sample expanded the understanding of the 
collective experience of the study participants. 
Qualitative research design.  In comparison to quantitative research, qualitative 
research studies typically present results “as discussions of trends and/or themes based on 
words, not statistics” (Patten, 2012, p. 19).  Qualitative research uses three main forms of 
data collection, interviews, observations, and documents review (Patton, 2015; Roberts, 
2010).  Qualitative researchers use an inductive approach to planning research that 
produces data on preliminary observations, and then makes recommendations for 
additional types of information to be collected.  Qualitative researchers typically collect 
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much smaller samples than their quantitative counterparts, yet with a much greater time 
requirement.  Qualitative studies are most useful when “conducting extended, in-depth, 
one-on-one unstructured interviews and extensive observations over time” where feasible 
(Patten, 2012, p. 19).  Qualitative samples are useful when researchers looked to gather 
expert, exemplary, or key informants for the study, versus a random selection of 
participants.  Based on preliminary study results, the qualitative researcher could fine 
tune or adjust the study such as rewording or adding questions as the study progressed 
(Creswell, 2014; McMillan & Schumacher, 2014).  Qualitative researchers believe “all 
observational processes are inherently open to interpretation and often specifically cite 
individual responses from sampled participants” (Patten, 2012, p. 20).   
One qualitative approach is “based on the philosophical orientation, called 
phenomenology, which focuses on people’s experience from their perspective” (Roberts, 
2010, p. 143).  According to Patton (2002) in Qualitative Research and Evaluation 
Methods, the phenomenological perspective was rooted in philosophy and the central 
question regarded “the meaning, structure, and essence of the lived experience of this 
phenomenon for this person or group of people” (p. 104).  Phenomenology referred to a 
person’s perception of the meaning of an event, as opposed to the event as it exists 
externally to that person.  In this qualitative approach, the researcher gathered data 
through the examination of digitally recorded interviews (Creswell, 2014).  The focus of 
this phenomenological inquiry was the family perspective of their CFT experience and 
how the families interpreted those experiences.  The qualitative portion of this study 
sought to understand the impact of CFT on the lived experiences of families while 
involved with out-of-home care.   
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Qualitative research was conducted with 12 families who participated in the CFT 
intervention.  The sample size was small because “in-depth information from a small 
number of people can be very valuable, especially if the cases are information-rich” 
(Patton, 2015, p. 311).  The data were then evaluated to establish patterns, which helped 
to formulate a hypothesis that added to the development of a theory (Patton, 2015).   
Rationale.  After a thorough review of possible methods, it was determined a 
mixed-methods design using both quantitative and qualitative methods best fit the 
proposed research.  Randomly selecting families to be interviewed and share their 
experiences of how CFTs impacted them while their children were in foster care aligned 
with the purpose and research questions of this study.  This non-experimental descriptive 
approach was determined to be most appropriate for gathering information on how the 
intervention of CFT impacted families whose children were placed in foster care.  
Interviewing families with direct experience with the phenomena of having their children 
placed in foster care was the best way to collect data required for this approach.  The 
phenomenological qualitative approach allowed for an in-depth reflection and analysis of 
the everyday lived experiences of families in child welfare (Creswell, 2014). 
Population 
Creswell (2014) defined a population as a “group of individuals who comprise the 
same characteristics” (p. 644).  Similarly, Creswell and Plano Clark (2011) defined a 
population as a collection of individuals or objects within a certain group known to have 
common characteristics or traits.  In this study, the population was the group of children 
in foster care who conformed to a specific set of criteria to which the researcher 
generalized the study.  
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Children may be placed into a variety of settings in foster care.  They could be 
placed in the care of relatives, often called kin placement, with non-related foster families 
in a home setting, or in a therapeutic setting such as a group home or treatment facility.   
Children come into foster care for a variety of reasons.  A small percentage of 
children enter foster care because their parents felt unable to control them (Woodward, 
2017).  Many enter care because they were abused by their biological parents or legal 
guardians.  The majority enter care because their parents were unable to care for them 
due to substance abuse, incarceration, and/or mental health problems.  Children are 
placed into custodial care while the parents or guardians received treatment, counseling 
or fulfilled their sentences.  In these situations, children are often able to safely reunify 
with their family once the parent completes their program or incarceration.   
According to the Agency for Children and Families (ACF; 2016), the number of 
children who came into the custody of child welfare nationwide hovered near 400,000 per 
year for the past five years, with just over 50,000 of those children residing in California.  
Los Angeles County is home to a large percentage of the total population of children in 
the state living in foster care.  As of July 2017, nearly 19,000 children were in foster care 
in Los Angeles County (Webster, 2017).  Los Angeles County Department of Children 
and Family Services (DCFS; 2017) records indicated this number remained steady over 
the past five years.   
Target Population 
The target population is defined as the group to which the findings were meant to 
be generalized (McMillan & Schumacher, 2010).  It is often not feasible, due to time and 
cost constraints, to study a large group; therefore, a target population is selected from 
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within the larger population.  A target population for a study was defined as the entire set 
of individuals who could potentially be chosen from the overall population for which the 
study data were intended to make inferences.  It was important to clearly identify the 
target population for the purposes of this study (McMillan & Schumacher, 2010).  The 
target population identified in this study was the group of children in foster care in Los 
Angeles County whose case closed during the 2016 calendar year.  Of the 19,000 
children living in foster care in Los Angeles County in 2016, there were 7,800 cases 
closed during the year.  These 7,800 children represented the pool from which the sample 
was drawn.   
Sample 
The sample referred to the group of participants in the study selected from the 
population from whom the researcher collected the data.  According to McMillan and 
Schumacher (2010), sampling is a process of selecting a “group of individuals from 
whom data are collected” (p. 129).  Similarly, Patton (2015) and Creswell (2014) defined 
a sample as a subset of the target population representing the whole population.  They 
further describe that when a researcher chooses a quantitative approach, the sample is 
often random.  For this research, however, the quantitative sampling was purposeful and 
criterion-based.  Purposeful sampling was chosen due to the need to capture cases who 
had been closed for at least twelve months to determine if any children re-entered during 
the following twelve months.  In fact, purposeful sampling was used for both the 
quantitative and qualitative approaches because, according to McMillan and Schumacher 
(2010), a purposeful sampling was when the researcher “selects a sample that is 
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representative of the population or that includes subjects with needed characteristics” (p. 
138).  
An analysis of the administrative records identified 7,800 cases that closed in 
2016 and thereby considered as the sample pool.  Parents of the children whose cases 
closed were sent an invitation to participate in an electronic survey designed to help 
understand the family perspectives of those who had a CFT on their case compared to 
those who did not.  The sample size consisted of the 7,800 cases that closed in 2016 and 
the families who responded became the target population (N=7,800, n=333).   
Families who participated in the survey were asked to identify themselves if they 
were interested in participating in an in-person interview.  Out of the pool of 333 families 
who responded, over fifty volunteered to be interviewed.  Twelve families were randomly 
selected and contacted to be interviewed.  The comprehensive interviews gave the 
researcher the ability to ask follow-up questions and learn more about the family 
perspective through open-ended questions.  The subsequent analysis helped show where 
outcomes improved because of the CFT intervention and where gaps remained.  The 
combination of using both quantitative and qualitative methods helped triangulate and 
validate the information gathered.  Figure 2 depicts a graphic representation of how the 
population was narrowed to the sample. 
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Figure 2. Graphic representation of the population to sample process. 
Instrumentation 
Instrumentation was defined as tools for measuring, observing, or documenting 
quantitative data (Creswell, 2014).  In this mixed-method study, both qualitative and 
quantitative instruments were used to collect data.  The three main forms of data 
collection endorsed by researchers are surveys, interviews, and document review (Patton, 
2015; Roberts, 2010).  This study utilized all three methods.  The quantitative analysis 
assessed the extent to which children reentered foster care and the qualitative analysis 
sought to understand the family’s perception of the CFT as a determining factor on 
whether children remained safely in the home or returned to care.   
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Researchers found combining the strengths of both quantitative and qualitative 
methods provided “a more comprehensive picture of what was being studied” (McMillan 
& Schumacher, 2010, p. 396).  Instrumentation for this study was developed based on a 
thorough review of the literature.  After the development of a synthesis matrix (Appendix 
A), it was possible to identify common themes and variables emerging from prior 
research.  The themes included: current trends in child welfare, the role of the child 
welfare agency in collaboration, lessons learned/best practices using CFT as a reform 
strategy, core practice delivery models, the impact of CFTs on length of time in out-of-
home care and reentry into foster care, leadership influence and organizational buy-in. 
Instruments used in the study were based on the themes and variables identified in 
the research and designed to answer the study questions.  Three instruments were used in 
the study, 1) a spreadsheet developed to assist with the quantitative data analysis of the 
impact of the CFT, 2) a survey developed to provide information about the family’s 
perspective of the CFT (Appendix B), and 3) a script for the qualitative, in-person 
interview used to assist in understanding the family’s experience with the CFT (Appendix 
C).  Formal, informed consent was obtained from the families prior to completing the 
survey and conducting interviews (Appendix D).  
Quantitative Instrumentation 
“Quantitative measurement uses some type of instrument or device to obtain 
numerical indices that correspond to characteristics of the subjects” (McMillan & 
Schumacher, 2010, p. 173).  Reliable instruments used to collect quantitative data 
provided a range of numerical responses that could be analyzed for a summary of results.  
Instruments used to collect quantitative data came in many forms, including surveys, 
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reports, questionnaires, statistical records, and information in administrative database 
(McMillan & Schumacher, 2010).  Quantitative instrumentation used in this study 
included archival and survey data. 
Archival quantitative data.  The archival records used already existed from 
activities completed in the normal work of DCFS.  An analysis of administrative records 
was necessary to determine the sample population of families who met the study criteria 
of having a case closed in the calendar year of 2016.  Administrative records were 
considered archival data because they existed primarily for operational analysis and, in 
this instance, legal regulations related to child welfare outcomes.   
For this study, descriptive information on cases closed during the 2016 calendar 
year, such as date of case opening, date of case closing, and allegation type was obtained 
from records the agency kept in an electronic database.  The information mined from 
administrative records was used to help answer the research question that addressed the 
difference in family experience when children had a CFT compared to those who did not. 
Survey data.  Families identified as having a cased that closed in 2016 were 
invited to participate in a survey titled CFT Family Impact Survey (Appendix D).  The 
survey was developed based on the literature review and contained both qualitative and 
quantitative questions.  To develop the survey questions, the researcher searched for 
common themes within the literature review.  After an analysis of relevant literature and 
development of a synthesis matrix, it was possible to identify common variables 
emerging from prior research to hone in on the impact of CFTs on the family experience 
while involved with foster care.  The researcher developed a bank of questions and 
worked with child welfare professionals to reach consensus on the top 20 survey 
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questions used to draft a relevant survey.  The researcher then consulted with child 
welfare data experts to review the draft survey and fine tune the wording.  After testing 
out the survey with several colleagues, the final questions were established. 
Qualitative Instrumentation  
In-person interviews were the heart of the qualitative portion of this mixed-
methods study.  All families with closed cases during the year 2016 were sent an 
invitation to participate in an electronic survey (Appendix B).  Subsequently, 12 families 
were selected at random from among the larger pool of families who indicated in the 
online survey that they would consent to be interviewed.  The researcher was able to 
delve more fully into the 12 family’s lived experiences to obtain an in-depth study of the 
impact of the CFT from the family perspective.   
An authentic, qualitative narrative as described by McMillan and Schumacher 
(2010) is “one that may be read and lived vicariously by others.  A narrative is authentic 
when readers connect to the story by recognizing particulars, by envisioning the scenes, 
and by reconstructing them from remembered associations” (p. 337).  The qualitative 
interview questions were developed based on a thorough review of the literature, the 
synthesis matrix (Appendix A), and themes that emerged.  Both the interview and survey 
questions were designed in such a way that authentic narratives could be interpreted by 
the researcher and linked back to the experiences of families who had a CFT and those 
who did not while involved with the foster care system to help gain a better 
understanding of how CFTs impacted families and whether or not CFTs continued to 
function after a child was reunited with their family. 
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Field Testing 
Field testing was defined as limiting the threats to validity and reliability by 
ensuring research procedures, treatments, and experiences of participants were as 
consistent as possible (Patton, 2002).  Internal and external threats to validity can affect a 
study.  Field testing helps limit or reduce the technical issues posing a threat to a 
researcher’s ability to draw correct conclusions about the interpretation of the data.  In 
this study, the survey instrument was field tested by asking two fellow students and two 
colleagues to take the pilot survey.  The interview instrument was field tested by 
conducting an in-person interview with a volunteer family member who had a prior open 
case with DCFS and was not part of this study sample.  The survey and interview 
questions were subsequently reevaluated and revised based on feedback from the pilot 
participants.  This field testing helped limit researcher bias, establish instrument 
reliability, and ensure the accuracy of statistical findings.   
Validity and Reliability 
Patton (2002) cautioned that validity and reliability were two factors qualitative 
researchers should keep in mind when designing, analyzing, and interpreting a study.  He 
stated the trustworthiness of the research hinged upon these two factors.  He described 
these concepts as the degree to which the evidence supported the interpretation of the 
data (Patton, 2002). 
Validity 
The validity of an instrument was defined by numerous authors as ‘the extent to 
which an instrument measured what it was designed to measure’ (Creswell, 2014; 
McMillan & Schumacher, 2014; Roberts, 2010).  According to Creswell (2014), the goal 
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of a valid instrument was to enable the researcher to draw good conclusions from the 
sample studied that made sense and were meaningful. McMillan and Schumacher (2014) 
teach that multiple strategies should be employed to increase the validity of an 
instrument.  Validity in quantitative research can be established by data triangulation, 
participant feedback, statistical analysis, and experiment reviews (Patton, 2002).  Validity 
in this study was achieved through peer researcher review of the instruments, multi-
method strategies, and field testing of the different data collection tools and methods.  
After the researcher conducted a review of literature to develop themes and design the 
instruments grounded in research, the instruments were field tested and revised based on 
feedback.  Peer experts, mentors and professors provided their expertise to ensure 
validation to the instruments, protocols, variable definitions, and study criteria.   
The electronic survey and in-person interviews were the main methods used in 
this study.  To further ensure validity, results captured in administrative records were 
compared to survey results, then these two were compared to data gathered in the family 
interviews.  This triangulation revealed recurring themes and patterns.   
Reliability 
When conducting research, the instruments require numerous processes be 
utilized to test their reliability to ensure the instrument can produce similar results when 
used repeatedly or by different researchers.  The processes used in this study were 
internal and intercoder reliability.  
Internal reliability.  The researcher developed the instruments, purpose, 
variables, definitions of variables, and central research questions.  The researcher utilized 
peers to field test the survey.  This method “reduces the possibility that the results of 
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qualitative research represent only the idiosyncratic views of one individual researcher” 
(Patten, 2012, p. 157). 
Intercoder reliability.  Intercoder reliability was another method used to 
decrease the bias of the researcher when coding the data.  According to Kimberlin and 
Winterstein (2008), intercoder reliability “establishes the equivalence of ratings obtained 
with an instrument when used by different observers” (p. 2277).  To increase research 
reliability, the researcher enlisted a peer researcher to code and analyze 10% of the data 
collected.  Recorded interviews were transcribed by a third party then a sample was sent 
to the peer researcher to compare coding results.  Comparing the conclusions of the two 
researchers provided the opportunity to make the study more reliable.  This ensured 
content accuracy and revealed areas of inconsistencies or where clarifications were 
needed.   
Data Collection 
Data from surveys and face-to-face interviews were collected, organized, and 
coded.  Creswell (2014) outlined a specific process of organizing and preparing data, 
reading and reviewing all the data, and then coding the data in a systematic way.  To 
prepare, the researcher organized and organized the administrative and survey data into 
Excel spreadsheets and typed all field notes.  Audio recordings were transcribed by a 
confidential, third party service.  The transcriptions were double-checked against the 
researcher’s notes to review for accuracy and ensure accurate transcription.  Following 
this comprehensive preparation of the data, the researcher reviewed and reflected on the 
data elements to cultivate general impressions and develop an overall sense of meaning 
from the data.  A preliminary list of themes and patterns emerged.  As the data were 
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coded, more patterns began to emerge.  Repetition of the patterns developed into 
categories, subcategories, themes, concepts, and finally, assertions. 
Since personal identiﬁers for child clients were contained in the data system and 
families were contacted directly in the survey and interview portions of the study, the 
research sought and received approval from Brandman University’s Institutional Review 
Board (BUIRB) prior to collecting any data.   
Data Analysis 
This mixed-methods study used both qualitative and quantitative data analysis.  
Upon completion of data collection, the data were examined to determine the findings of 
the study.  The researcher coded and analyzed data from interviews and observations.  
The survey results and subsequent interviews aided the researcher in the comparison of 
differences of lived experiences between families who had a CFT and those who did not.  
The study also sought to determine if a relationship existed between reentry into foster 
care and the CFT model used in Los Angeles County.  Both types of data analysis were 
linked back to the original research questions. 
Quantitative Data Analysis 
An Excel spreadsheet was used in the administrative review of the data to pull out 
duplicate data on cases closed in 2016 and capture an actual count of individual children 
exiting foster care in 2016.  An individual family list was also created so that families 
who had one or more children were only surveyed one time when they had multiple 
children.  The difference in the rate of reentry into foster care was noted between cases 
where trained staff convened a CFT meeting on behalf of the family, and cases where a 
team meeting was not convened, to determine if the two groups differed in a statistically 
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significant way.  The quantitative data were obtained through two tools; an administrative 
review of the child welfare database records and an electronic survey sent to families who 
volunteered to participate.  The researcher used descriptive statistics to attempt to answer 
the first research question regarding the rate of reentry into foster care among the two 
groups.  “Descriptive statistics are used to transform a set of numbers or observations into 
indices that describe or characterize the data” (McMillan & Schumacher, 2010, p. 149).  
Descriptive statistics provided simple summaries about the measures.  Charts and other 
graphic tools helped visually display the interpretation of the descriptive statistics used in 
a quantitative research study (McMillan & Schumacher, 2010).  In addition to descriptive 
statistics, a series of t-tests were conducted to compare data across the two groups.  
Independent t-tests were used to determine whether a statistically significant difference 
existed between the CFT and non-CFT groups.  Two assumptions are required when 
conducting an independent t-test: (a) the samples were selected from one or more 
homogeneous populations in which the population parameter was distributed normally, 
and (b) variation of scores in the two groups must not be reliably different (Patten, 2012).  
All analyses used a .05 margin of error.   
Qualitative Data Analysis 
The researcher relied on a script to ensure the same questions were asked in the 
same order in each interview to help ensure authentic narratives could be interpreted by 
the researcher.  An authentic narrative was described by McMillan and Schumacher 
(2010) as “one that may be read and lived vicariously by others” (p. 337).  The one-on-
one interviews with the 12 families generated a large amount of raw data to be analyzed.  
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According to Patton (2002), “data interpretation and analysis involve making sense out of 
what people have said” (p. 380).  
Creswell (2014) outlined a three-step process of organizing and preparing data, 
reading and reviewing all the data, and then coding the data.  As indicated in the data 
collection section, the researcher organized and prepared the data by having the audio 
recordings captured during the interview sessions transcribed by a third-party 
transcription service.  The process involved “taking the notes and other information and 
converting them into a format that will facilitate analysis” (McMillan & Schumacher, 
2010, p. 370).  The researcher was then able to set about analyzing the data collected 
from the interviews and observations.   
The researcher used this raw data to conduct a content analysis by identifying, 
categorizing, classifying, coding, and labeling emerging patterns in the data as well as by 
linking responses to research questions.  The coding process allowed themes to emerge.  
Following a comprehensive arrangement of the data, the researcher read, reviewed, and 
reflected on the data elements to cultivate general impressions and develop an overall 
sense of meaning from the data.  A preliminary list of themes and patterns emerged.  The 
data were then formally coded to identify patterns and repetition that spoke to categories, 
subcategories, themes, concepts, and assertion.  The data-coding process for this study 
involved three primary steps: 
1. The transcripts were scanned for themes.  More specifically, in support of the 
theoretical framework used in this study, the researcher reviewed the 
frequency of words and terms associated with permanency, reentry into foster 
care, family experiences with the child welfare agency, the role of the CFT as 
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an intervention, and the relationship between the agency and family to 
develop codes. 
2. The codes were counted to derive frequencies.  The frequency of codes was 
one indication of the strength of a possible theme developing from a code. 
3. The codes were consolidated into meaningful themes.   
The researcher proceeded to use the codes, frequencies of codes, and subsequent 
themes to analyze the data to understand how CFTs impacted children and their reentry 
into foster care. 
To further understand these themes, a logical cross analysis was employed to 
show connections and patterns.  A logical cross analysis is a matrix that allows the data to 
be placed in categories and compared (McMillan & Schumacher, 2010).  Once the 
themes and patterns were identified, the research was linked back to the research 
questions.  The qualitative data were then compared with the survey results from the 
quantitative research. 
Limitations 
Research study limitations are features of a study that could negatively impact the 
ability of the researcher to make generalizations about the data collected (Patton, 2002; 
Roberts, 2010).  As phenomenological studies describe the lived experiences of the 
sample, generalizations were limited to the experiences of people at a certain time and 
place (McMillan & Schumacher, 2014; Patten, 2012; Patton, 2002; Roberts, 2010). Study 
limitations included sample size, sample period, geographic location, and the researcher 
as an instrument of study.  
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Sample Size  
Typically, qualitative studies use relatively small sample sizes.  In this study, a 
sample size of 12 families was selected.  Although the sample size potentially limited 
generalization to all situations that might occur in the larger population, this number was 
determined to be an appropriately sufficient sample size to gather in-depth, information-
rich, data from families who experienced a CFT and stay within the study time and 
budget parameters.  In qualitative research, increasing sample size also poses a detriment 
to the ability of the research to collect in-depth information (Creswell, 2014).  
Sample Period 
The sample period was a limitation of this study for two reasons.  One, only cases 
closed during the calendar year of 2016 were reviewed.  This was a period in the 
development of the agency when the practice was still in its infancy and not perfected.  
Second, the implementation of CFTs was still in progress in Los Angeles County during 
the time of the study.   
Location 
Data collection for this study was limited to one child welfare jurisdiction due to 
the specific implementation model used.  Although California is home to a child welfare 
jurisdiction in each county, the research limited the target sample to families in Los 
Angeles County.  This study was restricted to closed child welfare cases in Los Angeles 
County during the sample period.  Limitations include accepting the results in the sample 
as representative of the entire population of cases.   
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Researcher as Instrument of the Study 
The researcher as an instrument of study is a limitation of all qualitative studies 
(McMillan & Schumacher, 2014).  In this study, the researcher was responsible for 
randomly selecting study participants, setting up interviews, conducting interviews, and 
coding and interpreting all data.  According to McMillan and Schumacher (2014), this 
could cause a potential threat to internal reliability.  Also, as the researcher was employed 
in the child welfare jurisdiction in Los Angeles County, there was potential for personal 
bias in the interview process, observations, coding, and analysis of data, which could 
create a limitation on the ability to generalize the study.  Steps to mitigate any potential 
personal bias included using a set of questions scrutinized by peers, employing field 
testing, and enlisting another doctoral candidate outside of the child welfare profession to 
peer code 10% of data collected.   
Other Factors 
Other limiting factors could exist outside the control of the researcher.  For 
example, a family’s lack of responsiveness to the agency’s invitation to form a CFT, a 
lack of cooperation during the interview, a parent’s incarceration, or other factors out of 
the agency’s purview could potentially contribute to or hinder the results.   
Summary 
The philosophy of the Los Angeles County DCFS is that every child deserves a 
loving home.  Simply keeping children safe is not enough.  With the implementation of 
the shared core practice model (SCPM), the agency is striving to address chronic issues 
such as children experiencing multiple placements while in foster care, reentry into foster 
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care, stays longer than 12 months, and other issues that negatively impact childhood 
development.   
Family-directed teaming is a significant strategy of the SCPM.  This practice 
model embraces family strengths and empowers them to create their own circle of 
supportive relationships to help address underlying needs.  A significant power shift 
occurs when the agency’s role changes from that of having power over the family’s 
efforts to that of empowering a family to direct and lead their own team.  Team 
membership is a combination of both professional staff and family friends and other 
supportive people families invite to join their team.  DCFS staff continue to be trained to 
team with professionals from other agencies, such as schools and mental health providers, 
to jointly assess and identify the underlying, trauma-related and developmental needs of 
children (Williams & Glisson, 2014).  As an important component of effective teaming, 
professional team members often co-facilitate the CFTMs with the family until families 
are ready to facilitate their own meeting.  Children’s social workers establish the agency 
“non-negotiables” as they relate to child safety and also guide the family in crafting an 
individualized services plan tailored to meet the specific needs of the child and his/her 
caregiver (Platt & Riches, 2015). 
This chapter presented the methodology used to conduct this study.  Chapter IV 
presents the findings for both the quantitative and qualitative portions of the study. 
Chapter V provides conclusions and implications for action based on the study findings, 
as well as recommendations for future study and concluding remarks. 
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CHAPTER IV: RESEARCH, DATA COLLECTION, AND FINDINGS 
This mixed-methods study identified and described the impact of the child and 
family teams (CFTs) in Los Angeles County.  Chapter I presented the introduction, 
background, and rationale for this study about CFTs in the context of a child welfare 
setting.  Chapter II provided an in-depth examination of scholarly literature on child 
welfare, including a brief history of the evolution of child welfare in America, 
contemporary practices in the field, current reforms underway in California and an 
overview of practice change occurring in Los Angeles County.  Chapter III outlined the 
research methodology and procedures used to study the outcomes and perceptions of 
families who experienced a CFT compared to those who did not. 
Chapter IV presents both the administrative data collected on the 8,971 cases 
closed during 2016, responses of the 333 families who participated in the electronic 
survey, and data collected from interviews with 12 families whose case with the 
Department of Child and Family Services (DCFS) closed in 2016.  This chapter begins 
with a restatement of the purpose statement, research questions, population, and sample.  
Included in this chapter are data analysis and a presentation of key findings for each 
research question.  Chapter IV concludes with a summary of themes and patterns which 
emerged during this study.  
Purpose Statement 
The purpose of this mixed-methods study was to identify and describe the family 
experiences of foster care for those who had a CFT and those who did not.  In addition, it 
was the purpose to describe the impact of CFTs on reentry into foster care.  
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Research Questions 
The following research questions were designed to answer the overarching 
question: To what extent do experiences differ between cases with and without CFTs?  
The research questions were: 
1. What are the experiences of families who had a CFT and those who did not 
during the time they were involved with the foster care system? 
2. How do CFTs continue to function after a child is reunited with their family? 
3. How does the rate of reentry into foster care compare for children who had a 
CFT and those who did not?  
Population 
The population for this study was all children living in foster care, approximately 
400,000 children nationwide.  At the time of this study nearly 50,000 children lived in 
foster care in California, with over 18,000 children living in foster care in Los Angeles 
County.  Due to time, geographic, and monetary constraints, it was not feasible to use 
such a large population for this study.  To create a manageable population, a target 
population was identified.  The target population was narrowed to 8,971 children whose 
case closed during the 12-month period of January through December 2016. 
Study Sample 
A target population was defined by McMillan and Schumacher (2010) as “a group 
of elements or cases, whether individual, objects, or events that conform to specific 
criteria and to which we intend to generalize the results of the research” (p. 129).  
Creswell (2008) offered that a target population can emerge within a population by 
determining a smaller group of individuals who meet certain criteria.  The target 
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population for this study consisted of children living in foster care in Los Angeles County 
whose case closed during the 12-month period of January through December 2016.  
During the calendar year of 2016, the period of review in this study, there was a total of 
8,971 children whose cases closed.  Los Angeles County was selected for this study due 
to the researcher’s interest in the specific model of child and family teaming being 
implemented in this jurisdiction. Demographic and background information about the 
participants in the study were collected through the survey process (see Appendix B).   
Research Methods 
This mixed-method study used both qualitative and quantitative methods to 
identify and describe the impact of the CFT model on children in foster care.  The 
researcher wanted to determine if a difference existed between families who had a CFT 
and those who did not, and if having a CFT made a difference on the number of kids 
reentering foster care.  Upon inspection of the four key elements of the Los Angeles 
County model of CFT (family engagement, staff engagement, team meetings, and follow-
up) used in the context of a child welfare system, the researcher decided a mixed-
methods research design was most appropriate for this study.  This study combined 
information from the lived experiences of families with the quantitative data provided 
from an electronic survey and statistical information from DCFS administrative data.  
Administrative data were organized and analyzed by the researcher.  The 
administrative data provided insight into the operating environment of the agency.  The 
administrative data also helped the researcher set an objective context in which to view 
findings from the other two data sources by establishing the number of cases closed 
during the period under review, the reasons the cases closed, the demographics of the 
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children involved with cases, the exact number of families who had one or more CFT 
meeting, and the number of children who reentered the system.   
An online survey was administered to allow the researcher to obtain overall 
impressions from the broadest range of families involved with DCFS during the period 
studied.  Survey participants were queried in both Spanish and English regarding their 
experiences with DCFS.  Nine percent of the respondents opted to take the survey in 
Spanish.  Survey respondents were also asked if they would like to volunteer to be 
interviewed.  Twelve of the families who responded were randomly selected to be 
interviewed.  Due to the sensitive nature of child welfare cases, the researcher was 
concerned families would not be willing to be interviewed in-person.  Therefore, 
respondents were given an option to be interviewed either over the telephone or in-
person.  Five respondents chose to be interviewed over the telephone and the other seven 
were interviewed in-person.  Based on information disclosed during the telephone 
interviews, the researcher noted the relationship telephone respondents had with the 
agency was considerably more contentious than the families who agreed to be 
interviewed in-person. 
The researcher added qualitative interviews into the research design to more fully 
identify the important elements of CFT from the perspectives of families involved in the 
foster care system.  The interviews provided the researcher with stories and experiences 
that could not be fully captured from quantitative methods alone.  Qualitative inquiry 
allowed the researcher to capture and understand diverse perspectives, and observe and 
analyze behaviors in context (Patton, 2015).  Patton (2015) defined context as what was 
“going on around the people, groups, organizations, or systems of interest” (p. 9).  The 
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interviews consisted of 12 semi-structured, open-ended questions related to the aspects of 
the CFTs (family engagement, staff engagement, team meetings, and follow-up).  
According to McMillan and Schumacher (2010), the intent of qualitative research is to 
“provide rich descriptions that cannot be achieved by reducing pages of narration to 
numbers” (p. 322).   By selecting a mixed-methods study to investigate CFT, the 
researcher brought forth the lived experiences of families whose children had been in 
foster care. 
Exploring the personal accounts of families involved with the foster care system 
provided context, value, and understanding of the impact of teaming.  In-depth interviews 
were deemed an appropriate method for the comprehensive examination of the families 
lived experiences.  Only through this method could the researcher effectively explore the 
complexities embedded in the transformative nature of CFTs as perceived by the 
families.  Qualitative inquiry allowed the researcher to interpret the complexity of human 
behaviors involved in CFTs with greater accuracy.  At the root of in-depth interviewing is 
an interest in understanding the lived experiences of other people and the meaning they 
make of those experiences (Seidman, 2013).  Families naturally focused on the elements 
they felt most impacted them or their family as they presented rich, detailed accounts of 
their experiences. This research design allowed for objective examination of the 
experience of having a child and family team and enabled the researcher to scrutinize 
both the negatives and positives (Yin 2015).   
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Study Participants  
The researcher attempted to send the survey to all 8,971 of the families whose 
cases closed during 2016.  Interview participants were selected from among the pool of 
survey respondents.  Twelve families were randomly selected from among those who 
indicated they were willing to volunteer to participate in an in-person or telephone 
interview.  To maintain confidentiality of the participants in this study, each participant 
was assigned a code name and the legend of code names with true identities was known 
only to the researcher.  Additionally, last names were not used in interview 
documentation and children were not referred to in the notes by their first or last names.   
Disclosing demographic information was a voluntary question on both the 
administrative data and on the survey.  The survey demographics showed that 88.6% of 
the respondents were female and 11.3% were male.  Parental gender was not listed in the 
administrative data.  Only the gender of the children involved in the case was shown in 
the administrative data, which showed a slightly higher number of females (53%).  The 
racial composition field in the administrative data had a 65% completion rate.  This data 
set broke down as 42.5% Hispanic, 25.5% White, 15.3% Black, 14.7% Other, and 2% 
Asian.   
Of the 333 families who responded to the online family survey (Appendix B), 90 
respondents disclosed their racial identity, which is presented below in Table 1.  A 
comparison of the two data sets revealed that on the survey there were 12% less 
Hispanics, 9% more African Americans, 3% less Other/Multiple ethnicity, 1% less 
Asians, and a similar percentage of respondents identifying as White (25%).   
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Table 1 
Racial Demographics of Survey Participants  
Ethnicity  n Percentage 
American Indian or Alaskan Native 0 0 
Asian or Pacific Islander 1 1.1 
Black or African American 23 25.6 
Hispanic 30 33.3 
White or Caucasian 25 27.8 
Other/Multiple Ethnicity 11 12.2 
Note. n = 90 
Survey respondents were given an opportunity to volunteer for a follow-up 
interview.  Of the 45 people who responded to the invitation, 12 families were randomly 
selected and chosen for an interview.  Table 2 presents the demographics of the interview 
volunteers and their relationship to the child welfare agency.  Four of the participants had 
multiple roles and discussed their experiences from these multiple perspectives. Of the 
interview participants, 58% had a CFT and 42% did not have a CFT. 
Table 2 
Caregiver Description of Interview Participants  
Participant  Gender Role(s) Had a CFT  
Participant 1 F Relative Caregiver Y 
Participant 2 F Foster Mom, Adoptive Mom, and 
Relative Participant on a CFT 
Y 
Participant 3 F Adoptive Mom Y 
Participant 4 F Bio Mom N 
Participant 5 M Adoptive Dad, Foster Dad N 
Participant 6 F Bio Mom Y 
Participant 7  F Relative Caregiver Y 
Participant 8 F Relative Caregiver Y 
Participant 9 M Foster Mom, Adoptive Mom N 
Participant 10 F Adoptive Mom N 
Participant 11 F Bio Mom N 
Participant 12 M Bio Dad Y 
Note. N=12 
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Presentation and Data Analysis 
The findings in Chapter IV were derived from three data sources, administrative 
data, electronic survey, and semi-structured interviews.  The qualitative data analysis was 
accomplished by reducing large amounts of detailed data into themes generalized for the 
entire population (McMillan & Schumacher, 2006). Through the lived experiences of the 
families, the researcher was able to examine elements of the CFT model (staff 
engagement, family engagement, meetings, and follow-up/debrief) and understand how 
each element connected to the themes identified by families and their experiences with 
the foster care system.   
Alignment of Identified Themes and Survey and Interview Questions 
The findings from both the survey and interview questions were aligned and 
synthesized by the researcher to address the central questions of the study.  Table 3 shows 
each survey and interview question aligned to the three research questions. 
Table 3 
Research Question Alignment 
Research 
Questions 
CFT Elements Survey Questions Interview 
Questions 
RQ 1 Staff Engagement 3,11,18 1,2,11,12 
RQ 2 
RQ 1 
Family Engagement 
Team Meetings  
5,6,7,12,13,14 
8,9,10,15,16,17 
3,4,5 
6,9,10 
RQ 3 Follow-Up/ Debrief 4 7,8 
 
Following a comprehensive preparation of the data, the researcher cultivated 
general impressions and an overall sense of meaning from the data.  Transcriptions of the 
survey comments and interviews were uploaded to the NVivo software program for 
coding and data analysis.  Multiple themes emerged as families discussed their 
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experiences with the child welfare system.  Families described how their interactions 
with child welfare impacted their capacity for caring for the children in their homes, take 
proactive steps to achieve reunification and change behaviors that placed children at risk. 
Research Question Results 
Research Question One 
Research Question One was: What are the experiences of families who had a CFT 
and those who did not during the time they were involved with the foster care system? 
The survey results revealed a significant statistical difference in the experience of 
families who had a CFT compared to those who did not.  Out of the 333 survey 
responses, 49 respondents who had a CFT and 48 respondents who did not have a CFT 
completed all of the pertinent questions.  Their responses were rated on a five-point scale 
(1 = not helpful to 5 = extremely helpful).  Based on the number of respondents being 
similar in each category, the researcher wondered if many families who answered this 
question had experienced both having a CFT and not having a CFT, as it is not 
uncommon for families to have multiple experiences with child welfare.  
Families who experienced a CFT rated all items on the survey significantly higher 
than families who did not have a CFT.  All pertinent questions on the survey were found 
to have a statistically significant difference in ratings between the two groups (Table 4).  
Families with CFTs rated the question regarding DCFS helping families handle family 
problems the second highest (M = 3.06, SD = 1.22).  Resolving family conflict was the 
next highest rating (M = 2.96, SD = 1.16).  However, the highest favorably rated question 
among both groups was related to connecting families with essential services, (M = 3.21, 
SD = 1.27) and non CFT (M = 2.00, SD = 1.01).  Families who had a CFT rated their 
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overall experiences more highly (M = 3.21, SD = 1.27) than families who did not 
experience a CFT (M = 1.96, SD = 1.09).  Thus, the findings of this study reveal that 
having a CFT has a positive impact on families involved with the child welfare system.    
Table 4 
CFT Survey t-Test Results   
 Had a CFT  No CFT   
Question n Mean (SD) n Mean (SD) t p 
Q6  49  3.06 (1.22) 48 1.67 (0.97) 6.41 <.05* 
Q7 46  2.96 (1.16) 49 1.86 (1.13) 4.83 <.05* 
Q8 48  3.02 (1.27) 47 1.83 (1.00) 5.02 <.05* 
Q9 47     2.50 (1.30) 48 1.51 (0.92) 4.58 <.05* 
Q10 47  2.92 (1.41) 47 2.00 (1.01) 3.72 <.05* 
Q11 47  3.21 (1.27) 48 1.96 (1.09) 5.29 <.05* 
Note. *significant  
Q6 Handle family problems.  Survey Question 6 was, “Please indicate the 
degree to which child and family team members helped your family handle family 
problems?”  If families indicated they did not have a team, the survey automatically 
rerouted them to answer the non-CFT questions.  The corresponding Question for non-
CFT families was Q14 “If you did NOT have a team, please indicate the degree to which 
DCFS helped your family handle family problems.”   
Families who experienced a CFT reported they had much better outcomes in this 
area than their non-CFT counterparts t (92) = 6.41, p< .05.   In the narrative comments, 
one mom responded, “Now we know what to do, who to go to, and how to handle our 
issues when they come up.  Before, I was a single mom who always felt alone and now I 
feel like I have help.”  Another family member with a CFT stated, “The only reason I 
could do what I did for the last six months of the case was because of my social worker.”   
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Yet another family reported, 
We helped set the meeting agenda.  The first one was in the office and 
then all the rest were in our home.  We met monthly for over two years.  
Our social worker was great and always helped get us prepared for the 
meetings.  Eventually it became our meeting and we ran it. 
She went on to say, “We still have great community resources (we can use) and now our 
family is much more functional.”   
Q7 Resolve conflict.  Survey Question 7 was “Please indicate the degree to which 
child and family team members helped your family resolve conflict.”  The corresponding 
Question for non-CFT families was Q12, “If you did NOT have a team, please indicate 
the degree to which DCFS helped your family resolve conflict.” 
Survey results showed a statistically significant difference in this area between the 
experience of parents and caregivers who had a CFT and those who did not t (93) = 4.83, 
p< .05.  Parents and caregivers responding to Survey Question 19 with a CFT related 
seeing staff demonstrations of various conflict resolution strategies during the CFT 
influenced them to copy those same behaviors in their daily interactions with children, 
co-parents, and other family members.  Wraparound providers were mentioned most 
often as being helpful in this category.  Families expressed not knowing how to approach 
conflict.  Many shared that learning simple engagement and disengagement techniques 
helped them resolve conflict in a more appropriate manner.  One father attributed the 
CFT for diffusing racial tensions and establishing “normalized expectations which 
stabilized our family.”  Parents conveyed that CFTs required patience, longevity, and 
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consistency as they learned and practiced the parenting skills necessary to effectively 
address the underlying needs of their family. 
Q8 Improve family communication.  Survey Question 8 was “Please indicate 
the degree to which child and family team members helped your family improve family 
communication.”  The corresponding Question for non-CFT families was Q15, “If you 
did NOT have a team, please indicate the degree to which DCFS helped your family 
improve family communication.” 
Survey results showed a statistically significant difference in this area between 
families who experienced a CFT and those who did not t (92) = 5.02, p< .05.  Families 
reported learning communication strategies from both their wraparound providers and 
individual therapists.  They reported a greater empathy for others involved in the family 
conflict after learning how to articulate the long-lasting consequences of their past trauma 
and how it influenced the current situation.  One mom summarized typical family 
responses when she said,  
Each family meeting had behavioral goals for both myself and my teenage 
son.  The communication in our family needed to improve and that was a 
recurring theme.  I needed to be able to handle him without drinking.  And 
he needed to be able to talk about his emotions without it being a fight. 
Q9 Become more involved with school activities.  Survey Question 9 was 
“Please indicate the degree to which child and family team members helped your family 
become more involved with your child’s school activities.”  The corresponding Question 
for non-CFT families was Q16, “If you did NOT have a team, please indicate the degree 
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to which DCFS helped your family become more involved with your child's school 
activities.” 
Survey results showed a statistically significant difference in this area between 
families with a CFT and those without t (82) = 4.58, p< .05.  One mom reported “I think 
the family’s educational goals were good. A lot of times we were able to achieve them 
because [the team] didn’t actually stretch the goal too far out, it was mostly short-term 
goals that were achievable.”  The short-term duration of the goals helped her child easily 
obtain the goal.  Many families reported learning how to better parent their child 
regarding school expectations.  However, many relative caregivers and foster parents 
voiced concerns about the lack of educational rights.  One foster parent remarked, “How 
were we supposed to implement the plan [IEP] without access to the information?”   
Q10 Connect with essential services such as housing and medical care.  
Survey Question 10 was “Please indicate the degree to which child and family team 
members helped your family meet essential needs such as housing and medical care.” 
The corresponding Question for non-CFT families was Q17, “If you did NOT have a 
team, please indicate the degree to which DCFS helped your family meet essential needs 
such as housing and medical care.” 
Survey results showed a statistically significant difference in this area between 
families with a CFT and those without t (84) = 3.72, p< .05.  The theme of connecting to 
essential services also surfaced frequently during the family interviews.  Families stressed 
the importance of connecting with the right services to improve their overall well-being.  
Interview responses ranged from “Supports are a joke,” to “We still have great 
community resources and now our family is much more functional.”  One family member 
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explained, “The County can assist you with Medi-Cal and birth certificates.  It’s very 
easy.  However, our worker seems overloaded with work.  She is very nice.  Very polite.  
Listens.  Is cooperative.  But can’t get it done for some reason.”  Families who 
experienced CFTs reported them as helpful in connecting to services such as housing and 
mental health services.  One father reported living with relatives for two years and finally 
being able to obtain housing for his family with the help of his team.   
Q11 Overall perceived helpfulness.  Survey Question 11 was “Overall, how 
helpful has your child and family team been?”  The corresponding Question for non-CFT 
families was Q18, “Overall, how helpful was DCFS with your case?” 
Survey results showed a statistically significant difference in this area between 
families who experienced a CFT and those who did not t (91) = 5.29, p< .05.  Overall, 
families reported CFTs helped them build more positive family relationships.  One 
participant reported, “With the last social worker I had clear directions, timetables, 
guidance, and support.  She was amazing!”  Another one said, “Our worker established a 
mutually trusting relationship with our family.  She set the tone and made us feel 
supported form the beginning.”  Another mom state emphatically, “Our in-home 
wraparound team was the best!  We all felt supported.  We had a child advocate, a family 
advocate, and an advocate just for me.” 
These stories demonstrated the power of the theme regarding family engagement 
and the potential detriment to successful outcomes when family engagement is lacking.   
Interview Themes 
The experiences described in the interviews echoed the family survey results.  
Significant themes described in later paragraphs are summarized in Table 5.   
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Table 5   
Interview Themes 
Theme  # of Respondents Frequency 
1. Services 11 62 
2. Staff Engagement 11 62 
3. CFT Meeting 10 42 
4. Social Worker Expertise  9 41 
5. Underlying Needs 5 40 
6. Outcomes 10 26 
7. Agency Responsiveness 8 26 
8. Non-Negotiables 5 20 
9. Recommendations 9 12 
10. Family Engagement 6 9 
11. Placement 3 9 
12. Role of Caregiver 3 9 
13. Follow-up 4 6 
  
Services.  Eleven respondents mentioned services 62 times.  Caregivers reported 
needing essential services through statements like one grandmother made, “I didn’t get 
any childcare assistance and paid out-of-pocket for two under-school-age kids for six 
months.”  Many families reported their success involved cross-sector collaboration and 
service integration.  Their case plans often referred families to services, such as mental 
health, wraparound, substance abuse, probation, law enforcement, education, tutoring, 
and transportation.  Yet, families reported limited availability of service providers or 
finding out they did not qualify for the services they were referred to.  Two families 
interviewed reported needing housing, medical services, and regional center services and 
not being linked or referred to services.  Two familiar themes revealed in many family 
were long wait times and inconsistent service delivery across the county.  Services were 
reported as inadequate in some areas and abundant in others.  Overall, the comments and 
stories exposed inconsistent service provision throughout the county.   
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Staff engagement.  Eleven respondents mentioned staff engagement 62 times.  
Comments from family interviews supported the statistical data.  Families 
overwhelmingly reported that positive relationships with their social worker and other 
professionals on the team were a key factor in changing their at-risk behaviors.  Families 
associated a combination of better quality interactions with agency staff coupled with 
strategies learned in the CFT meetings as being directly responsible for changing their 
family dynamics and improving their interactions with their children.  Parents who 
experienced negative interactions with DCFS expressed a deep concern and desire for 
establishing supportive interactions with staff.  For example, an adoptive father 
expounded, “In general, our experiences have been that DCFS and [children’s social 
workers] are an impediment to caring for the children, not a benefit.”  He stated, “We 
were dealing with our own deep emotions of loss after our first foster children moved out 
of our household.”  Then went on to say,  
It is a very isolating thing that foster parents do – birth families see you as 
part of DCFS and expect you to be empowered on account of it, but, of 
course, you aren’t even empowered to make many simple caregiving 
decisions, let alone affect a case. Social workers generally take you for 
granted, if you’re doing your job at least. Your friends and family don’t 
understand what you are doing, and often the task of helping a child heal 
from their traumas has enough bumps in the road that it is difficult to 
maintain your connections with your social networks. It’s all worth it, of 
course, because of the deep needs of the children and how important early 
childhood is to people’s ability to function later in life.  But, aside from 
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our PSMAP class, which was fantastic, and the help navigating the system 
we received from our PSMAP trainer, I don’t think we have had a single 
experience with the system I would designate as supportive. 
CFT meeting.  Ten respondents mentioned CFTs 42 times.  Families 
overwhelmingly viewed CFTs as a catalyst for positive change.  One significant finding 
was the teaming model taught in Los Angeles was considered beneficial by all members 
of the CFT, not just the biological parents.  Foster parents and relative caregivers wanted 
to be included.  One mom summed it up when she stated, “You can’t make anybody feel 
outside. That isn’t a team.”  A relative caregiver, responded similarly with, “How were 
we supposed to implement the plan without information,” when discussing her frustration 
with not being invited to participate in the CFTM.  A foster mom shared, “I participated 
on the CFT as a foster parent, but I didn’t get to ask anyone from my family if they 
wanted to participate in the CFTM.”  Families discussed the elements in a positive light 
and regarded them as relevant parts of the teaming process.  Families brought these 
elements up without prompting and clearly associated them as having value.  The coding 
showed all four elements in the DCFS teaming model (staff engagement, family 
engagement, meetings, and debrief/follow-up) were terms referenced by the families 
interviewed and reported with significant frequency.  Overall, the CFT model served as 
the foundation for positive behaviors demonstrated in the context of interactions with a 
child welfare agency.   
Social worker expertise.  A total of nine respondents mentioned social worker 
expertise 41 times.  The family perceptions of social worker expertise went a long way 
toward establishing credibility and building family engagement.  Numerous comments 
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from families and caregivers about social workers and professional supports 
demonstrated SCPM behaviors.  As one father described, “That one guy really developed 
a connection with my son.  He was older, but he got down on his level and could speak in 
a way that made him feel very respected.”   
On the other hand, there were also numerous comments from families who 
became disengaged when workers did not appear knowledgeable or lacked integrity.  
Accountability often appeared as a one-way street between the family and DCFS.  As one 
mom reported about her social worker, “She's been very sweet and she’s trying her best.  
But she’s new and I don’t think new social workers should have newborns on their 
caseload, but that’s just me.”  Another mom said she felt like “I have to follow the rules 
to the letter because it’s court ordered, but the social workers don’t have to follow the 
rules.”  And finally, another commented, 
My past experiences with DCFS have been nothing but heartache and 
disappointments… Every time.  They are not here to help families at all.  
They only tear them apart.  I can’t understand how the state can hire 
people that have no knowledge on how to raise children at all, and it’s up 
to them to decide what happens to our children’s future.  The social 
workers who handled each one of my cases had no children, never been 
married or just barely graduated or still were in training.  My personal 
opinion about DCFS is maybe they should hire people who are married 
and have children so that they can be more understanding and caring 
toward children. 
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Underlying needs.  A total of five respondents mentioned underlying needs 40 
times.   Families with CFTs expressed gratitude because the team helped identify and 
address underlying needs.  This was characterized by one mother who stated,  
My daughter and I both remember finally feeling heard.  We did a lot of 
learning about alcohol and substance abuse.  It was incredibly painful.  We 
have no other family in the area to be supportive of us.  It broke my heart 
to make my daughter a street person.  But in the end, we didn’t feel alone, 
and we felt supported through the DCFS process even though it was 
difficult to understand. 
Outcomes.  A total of ten respondents mentioned overall outcomes a total of 26 
times.  Families working with CFTs also described positive outcomes from the 
engagement.  When asked if the connection with her social worker made a difference, 
one mom emphatically responded, “Absolutely!  The connection with our last social 
worker made all the difference.  My success was tied directly to [my social worker].”  
More than one parent stated, “There is zero chance my child will return to the foster care 
system” due to the intervention of their team. 
Agency responsiveness.  Agency responsiveness was directly linked to the social 
worker.  This theme was mentioned by eight respondents a total of 26 times.  A common 
complaint was the difficulty reaching workers.  This was highlighted by one interviewee 
who shared, “Even if you want to talk to them, getting ahold of them is not easy. And, as 
for asking questions, nobody knows and never gets back to you.”  One foster mom found,  
A lot of them don’t want to email.  They will only call you.  Maybe.  I 
would email them information about mom and visitation.  Not once did 
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anybody comment back by email.  We felt mom was ready to reunify and 
had emailed the social worker her progress numerous times.  I was trying 
to be on mom’s side and let them know she was doing a good job.  
Seemed they just thumbed through the case.  Should have been better 
prepared.  Didn’t explain to mom what was happening and why her 
visitation was increasing, and when she was ready for overnights.  There 
are some social workers that know their kids and their cases.  They know 
what they like to eat even.  It all depends on which social worker you get. 
Non-negotiables.  Five respondents mentioned non-negotiables a total of 20 
times.  Court orders added gravity to the seriousness of family situations and helped 
reinforce mandatory non-negotiables such as drug testing and visitation.  Yet, families 
also reported needing help setting boundaries and holding firm limits with children and 
relatives.  As one mom reiterated,  
The boundaries and consequences and ways to deal with my grandson’s 
behaviors works! …This process did a good job teaching us to set 
boundaries and hold them… It was a fine line between saving and 
enabling.  Difficult decisions had to be made. 
Recommendations.  Nine respondents mentioned their recommendations to the 
agency 12 times.  Many families had recommendations about how to improve their 
child’s case and some even had recommendations about how to improve the foster care 
system.  One foster mom emphatically stated,  
Social workers should ask the foster parent what the parent’s strengths are 
and what’s going on.  [Foster parents know] personally and exactly what 
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is going on at the visit.  The social worker should use them to get a little 
bit more about what’s going.  Would have made the meeting go quicker 
and would have made me feel more comfortable.  And workers would 
know more about me than just the classes I have taken. 
Another parent recommended creating an app to show what beds caregivers had 
available for what ages and genders of children to help the agency identify where 
appropriate resources were accessible.  Yet another recommendation came from a foster 
mom who said she thought there should be ongoing coaching and caregiver support 
groups in each office area. 
Family engagement.  Family engagement was mentioned nine times by six of the 
families interviewed.  Families appreciated when social workers engaged them through 
positive practices in real-life interactions.  They reported this as the most effective 
strategy in changing at-risk behaviors and sustaining family momentum to reach their 
goals.  According to Boris and Rosenblum (2016), one positive connection with an adult 
can begin to repair damage done to the brain because of trauma.  Often, family members 
also suffered childhood or even lifelong trauma.  Even though the question was not asked 
in the interview, two interviewees self-reported they were in the foster care system during 
their childhood.  Ten of the 12 families interviewed related that their experience with 
DCFS helped improve their family relationships and helped make them a more functional 
family.  Seven families interviewed experienced a CFT.  These seven families expressed 
more positive feelings about their experience than their counterparts who did not 
experience a CFT.  As one dad reported about his CFT experience, “The entire family 
grew through the process.  We did a lot of learning ...”  Another mom shared,  
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We grew in a way that wasn’t conforming; but respected my struggle.  The 
meetings allowed both of us to contribute.  It gave my son the realization 
that he could contribute to the family and gave me permission not to be a 
perfect mom.  We all got the help we needed.  I’m not even sure we would 
still be a family if it weren’t for this process. 
This sentiment was echoed by all families who had a CFT, even those who reported their 
experience with DCFS was not entirely positive. 
Placement.  Three families mentioned placements nine times.  The interviews 
revealed older youth and babies seemed to experience the most placements.  Families 
reported a myriad of issues related to placements, from infants being placed too far away 
to maintain family connections, to not having anyone to talk with or help them when they 
were having issues with teens.  Many interview responses were positive, but one mom 
shared,  
We had to let my son do visitation with a homeless man [his dad] in a 
park.  We lived that way for two years.  Every time he went, I took a fresh 
picture in case I needed it for an Amber Alert.  I can’t tell you how 
stressful it is to live that way.  How stressful it is on a marriage.  Just 
because it was legal, does not make it right! 
Role of caregiver.  The role of caregivers was mentioned by three families nine 
times.  Foster parents and relative caregivers resoundingly related their willingness to 
participate on the CFTs.  One mom indicated workers would better be able to gauge the 
biological parent’s progress if they talked more with the foster parent who could relate 
the parent’s strengths and visitation quality.  She said, “They are making all kinds of 
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decisions with what’s in the best interest of the child, but they never sat down with me.  
I’ve never sat down with the social worker, the lawyer, the court, and everybody all in 
one week.  They have a powwow and then tell me what’s best for this child.  Every 
decision, they haven’t even asked me.”   
Follow-up.  Follow-up was mentioned by four respondents a total of six times.  
Families reported that beyond engaging the worker and family, having the correct team 
members, and meeting frequently, there must be follow-up with connection to services.  
One mom stated,  
Most CFTs aren’t doing the intervention. The team creates the plans but 
don’t have the ability to follow through because of the agency’s turn-over 
rate. Most children have to constantly deal with those multiple changes of 
workers on their team. In the children’s eyes it become a transitional issue 
of another loss. 
Mental health services were the most frequently mentioned follow-up need.  It 
was discussed as both beneficial and lacking.  Providing adequate mental health services 
was one of the major tenants of the Katie A. lawsuit (Sophy, 2009).  Interview 
participants in some areas could not say enough positive things about their wraparound 
teams.  However, the survey results only showed a slight increase in the number of 
mental health participants in the team member composition as reported by families. 
Team member composition.   
As displayed by the table below, this study showed that team member 
composition was primarily professionals assigned to the case and relatives of the parent.  
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There was a slight difference in the composition of the CFT as compared to those 
involved with families in the non-CFT group.   
Table 6 
Composition of Meeting Participants 
 Had a CFT No CFT 
 n % n % 
Parent 1 (Mom/Step Mom) 21 44.7 18 37.5 
Parent 2 (Dad/ Step Dad) 9 19.1 16 33.3 
Grandparent 16 34.0 14 29.2 
Aunt 11 23.4 7 14.6 
Uncle 4 8.5 5 10.4 
Sibling 9 19.1 6 12.5 
Other Relative 6 12.8 9 18.8 
Family Friend 8 17.0 8 16.7 
Mental Health Therapist 20 42.6 17 35.4 
School Counselor 4 8.5 6 12.5 
Pastor/Religious Leader 5 10.6 6 12.5 
Other Professional 8 17.0 10 20.8 
Other (please specify) 14 29.8 10 20.8 
Note. CFT N = 49; No CFT N = 48 
The most significant and encouraging finding was the slight increase in the 
number of mental health professionals as additions to the team.  One mom reported 
“Wraparound team members often attend our family meetings, along with the social 
worker, and sometimes a supervisor or therapist or somebody from my son’s school.” 
Another finding was a slight increase in the number of moms on the CFT.  There 
was also an increase in the number of aunts, grandparents, and those listed in the 
“unspecified other” category.  A slight increase was seen in the number of siblings, but 
no difference was seen in the family friends category.  One of the unexpected findings 
was the significant reduction in the number of fathers reported as team members, 
including fathers as a natural team support.  There was also a slight reduction in the 
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number of school counselors and religious leaders reported in the CFT category (See 
Table 6).  
Research Question Two 
Research Question Two was: How do CFTs continue to function after a child is 
reunited with their family?  
Even though the practice was not yet consistently established throughout the 
department, 53% of survey respondents reported they had experienced at least one CFT.  
However, a clear majority of respondents indicated their teams did not continue to meet 
after they were reunited.  As displayed in Figure 3, 15% indicated their team continued to 
meet, whereas 85% said they did not. 
 
Figure 3. Percentage of respondents whose CFT was still meeting.  
Of those who continued to meet, one mom reported, “We meet whenever we need 
to meet.  It has become part of our family routine.”  Interview participants echoed that the 
behaviors learned during the CFTMs continued to benefit their family even after their 
cased closed and they were no longer meeting as an official CFT.   
Research Question Three  
Survey Question Three was: How does the rate of reentry into foster care compare 
for children who had a CFT and those who did not? 
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As explained in Chapter 3 in methodology, the intent was to understand the 
impact of child and family teams on the experiences of families involved with the child 
welfare system and to determine if a connection could be proven between CFTs and the 
rate of reentry.  Upon review of the administrative data it was discovered there was not a 
sufficient number of CFTs formed among closed cases that had re-entered to demonstrate 
a statistically significant impact on the rate of reentry.  However, the study did reveal a 
high number of CFT meetings convened for the population of children returning to foster 
care (283 meetings for 262 children).  This suggests the agency held a belief the CFT 
would make a difference in the rate of reentry.  This is evidenced by the priority the 
agency placed on developing teams for children who were reentering care.  The 
administrative data revealed that of the 531 total CFT meetings held during 2016, 53% 
(283) were held with families whose child was one of the 262 reentering foster care in 
2017.  Compared to 248 CFTs for the other 18,302 children who had open cases during 
the same period.  As of January 1, 2017, state law required teams to be formed for every 
child entering out-of-home care.  Due to the lag time built into this outcome measure, it 
may take a few years to collect sufficient data to test the impact of CFTs on the rate of 
reentry. 
Summary of Dominant Themes 
Three key factors surfaced as the most instrumental in keeping children out of the 
foster care system.  They were (1) community service integration into the case plan, such 
as mental health, medical, and housing; (2) family engagement related to the relationship 
with the social worker; and (3) overall system functioning (impacting the quality of 
services provided and subsequent family outcomes).  The data indicated when these three 
107 
categories functioned well, families reported greater satisfaction in their current family 
relationships and less difficulty resolving the problems that brought them to the attention 
of the child welfare system in the first place.  These families were confident there was 
“zero chance” of their families reentering the child welfare system.   
Theme 1: Connection to Community Services 
This theme was tied to family-directed interventions.  The survey and interview 
data indicated a clear pattern between the connection and quality of mental health and 
community services and the ability of families to be successful in changing at-risk 
behaviors.  Petit (2011) argued having weak responses to families and inefficiency in 
protecting children after abuse increased the likelihood of poor outcomes for children.  In 
states that placed a higher social value on the success of families, as shown by higher 
taxes and increased services, families were twice as likely complete high school, four 
times more likely to be insured, four times more likely not to be incarcerated, and nearly 
twice as likely not to die from abuse and neglect (BBC, 2011).   
Families described feeling a sense of security and hopefulness when there were 
opportunities for involvement in wraparound, counseling, and other services.  Supports 
and services contributed to building a sense of confidence among at-risk families.  One 
mom said, “Our supports were amazing.  We have 100% avoided reentry because of it!” 
The interview data mirrored the literature describing the effectiveness of a 
collaborative effort to repair harm and correct wrongdoing (Di Lorenzo et al., 2013).  A 
system providing a seamless collaboration of all parties involved in the decision-making 
process, including intentional engagement strategies for estranged family members, 
provided better results for all families (Melchiorre & Vis, 2013). Recent reform measures 
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in California support cross-sector collaboration in the family-directed teaming model 
(such as the one adopted by Los Angeles County) to improve services to families and, 
ultimately, provide better outcomes for children.   
Theme 2: Family Engagement 
Based on the interview data, family engagement emerged as one of the most 
critical elements.  Families reported the ability of a social worker to engage and connect 
with them was a significant component of successful family outcomes.  Families 
perceived the worker’s skill and ability to defuse conflict, listen, and correctly assess the 
underlying needs of children and families, and guide families to be self-directed, was 
directly related to better outcomes.  Families attributed their workers to keeping them out 
of jail or off probation, helping them and their children attend school, obtaining gainful 
employment, and helping them overcome substance abuse and handle behavioral issues.  
In short, when social workers made that connection, the family felt secure and supported.   
From the theme of family engagement sprung other interconnected themes of best 
practices in child welfare as described from the literature, such as leadership influence on 
practice behavior of the social worker, worker ability to accurately assess underlying 
needs and craft individualized service plans, and worker ability to connect families to 
appropriate services.  The interviews revealed families perceive positive working 
relationships with families and caregivers as essential to the success of the family and key 
to achieving the desired outcomes of safety, permanency, and well-being for families.   
According to Boris and Rosenblum (2016), the relationship between workers and 
families had a significant influence on the behaviors of families.  Families in this study 
gave first-hand accounts of the influence of both positive and negative interactions.  One 
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mom said, “Our worker set the tone and made us feel supported from the beginning.  She 
went out of her way to make me feel hopeful.  And, most important of all, she 
communicated!!”  Conversely, in one caregiver’s words, “Mom did a really great job and 
social worker had no clue because she either forgot or didn’t read my emails.”   
This study clearly established the power of effective family engagement.  Positive 
family engagement supported building trust and rapport with the family and managing 
family expectations.  
Theme 3: System Functioning 
This theme was tied to policy and administrative alignment, lawsuit settlement 
characteristics, assessment and service crafting methods, training, coaching and 
professional development, continuous quality improvement, system supports and 
consideration, program evaluation, and overall metrics.   
Families reported it was more difficult, even unlikely, for appropriate strategies 
and interventions to be delivered when families could not successfully navigate the 
system.  To them, everything else paled in comparison.  One father adamantly repeated 
numerous times throughout the interview, “There should be a flow chart or something to 
help understand how it works.”  System navigation stymied assessment, connection to 
services, and appropriate placements.   
Effective policies, visitation schedules, and behavioral modification interventions 
did not seem to matter if families lacked someone with whom they could personally reach 
out and talk to when they had a question.  Families shared they wanted someone to talk to 
when they encountered the proverbial speed bump in the road.  When families felt they 
did not have someone to reach out to, placements were disrupted, and caregivers reported 
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refusing to take more children.  They also reported walking away with bitter feelings. 
One mom said she felt hopeless and wanted to give up because she “simply could not 
understand what they were supposed to be doing and what would happen next.”  
Conversely, families who reported they could navigate the system often 
connected their success back to social worker engagement.  They frequently credited 
their social worker with providing clear guidelines, reasonable timeframes, and realistic 
expectations.  Having a good plan with goals, milestones, timeframes, and clearly laid out 
responsibilities, built trust through honest and transparent interactions.  In addition, it also 
held other team members accountable in the process.   
A few things all families agreed upon were: (1) they found the child welfare 
agency difficult to navigate, (2) they needed someone to guide them and answer their 
questions, and (3) they were frustrated by what they viewed as navigating red tape 
“without the agency doing their part.”  Empathy from other team members was also 
reported to influence family behavior in a positive way.  Families disclosed that, 
collectively, these elements made them more likely to succeed.  Interviewees frequently 
credited their team with developing strategies and interventions that changed their risky 
behaviors.  Families and caregivers alike attested that understanding the system made 
them better advocates for themselves and their children.  System reforms began in Los 
Angeles with the Katie A. lawsuit settlement and continue with the California Continuum 
of Care Reform (CWDA, 2017). 
Families reported feeling hopeful when services were discussed in the CFT 
meeting.  However, this researcher also noticed an increase in the family’s expectation of 
service delivery.  Due to high expectations created in team meetings, when services were 
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not delivered, the feelings of disappointment expressed by the family were amplified.  
CFTMs became a dissatisfier when the family’s expectations were not met, whether or 
not the agency was at fault.  When the agency was to blame, negative feelings were 
intensified.  One mom stated she felt like she must “follow the rules to the letter because 
it’s court ordered, but that the social workers don’t have to follow the rules.”  Another 
mom said, 
[The] ER workers made me feel like a loser parent who was going to lose 
their kid.  Before we met our last social worker, we probably had 4 or 5 
social workers.  There was no recourse.  No way to hold the agency 
accountable.  Workers made me feel like “jump through this hoop and, 
nope, it’s not good enough.  Repeat.” 
Summary  
Chapter IV presented the findings produced from the data in this mixed-methods 
study.  A thorough examination of findings connected the data to the research questions 
and included quotes, summaries and extracts from the interviews with participants about 
their lived experiences with CFTs.  The findings were presented and related to the 
literature review.  Through extensive analysis of the data, patterns, and themes, findings 
were identified and placed into three major themes.  Unfortunately, it was still too early 
to draw firm conclusions about the impact of CFTs on reentry.  However, significant 
findings did emerge.  As one parent summed it up, “CFTs worked!  We have been 
problem-solving in a healthy manner since our CFT began in 2016.”   
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Chapter V reviews the major findings then presents unexpected findings, 
conclusions, implications for action, recommendations for future research, and 
concluding remarks. 
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CHAPTER V: FINDINGS, CONCLUSIONS AND RECOMMENDATIONS 
This mixed-methods study described the lived experiences of families involved 
with the foster care system in Los Angeles County.  A careful analysis of the data 
gathered through administrative records, an electronic survey, and in-person interviews 
resulted in seven major findings and three dominant themes.  As a result, conclusions 
were formed based on the findings and recommendations for future research were 
identified. 
Chapter V begins with an overview of this research study, starting with the 
purpose statement, research question and sub-questions, methodology, population, and 
sample.  Chapter V describes the major findings, unexpected findings, conclusions from 
the findings, implications for action, and recommendations for further research.  Chapter 
V ends with concluding remarks and reflections. 
Purpose Statement 
The purpose of this mixed-methods study was to identify and describe the impact 
of child and family teams (CFTs) on reentry into foster care.  In addition, it was the 
purpose to describe the family experiences of foster care for those who had a CFT and 
those who did not.  
Research Questions 
The overarching question for this study was to what extent do the reentry 
experiences differ between cases that had CFTs and those that did not?  The research 
questions for this study were: 
1. What are the experiences of families who had a CFT and those who did not 
during the time they were involved with the foster care system? 
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2. How do CFTs continue to function after a child is reunited with their family? 
3. How does the rate of reentry into foster care compare for children who had a 
CFT and those who did not? 
Population and Sample 
To identify and describe the impact of CFTs on families in the foster care system, 
administrative data identified the 8,971 cases closed during the 2016 calendar year.  The 
target population for this study included biological parents, foster parents, and relative 
caregivers of the children.  Contact was attempted with all families of cases closed in 
2016 to invite them to participate in an electronic survey.  A total of 333 responses to the 
survey were received.  Additionally, 12 families were randomly selected to participate in 
the semi-structured interviews.  Interviews were conducted using questions developed 
based on best practices in child welfare described in the literature review.  
Methodology 
This study used both qualitative and quantitative methods to identify and describe 
the impact of CFT on children in foster care.  Upon inspection of the elements of the CFT 
model used in Los Angeles (family engagement, staff engagement, team meetings, and 
follow-up/debrief) in the context of a child welfare system, the researcher decided a 
mixed-methods research design was most appropriate research design for this study.  This 
study combined qualitative survey and interview information about the lived experiences 
of families with a CFT with the quantitative statistical information provided from the 
child welfare agency’s administrative data.  The researcher was considered the instrument 
of data collection and data were mediated through a human instrument.  The steps for 
instrumentation included developing interview questions based on emerging themes from 
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the literature review, selecting peers to help the researcher test validity and reliability, 
aligning the research and interview questions, field testing the survey instrument, 
conducting pilot interviews, gaining approval from the BUIRB, gaining permission from 
the agency to conduct the study, contacting study participants, collecting data, and 
organizing and analyzing data to reveal significance, patterns, and themes. 
Major Findings 
The purpose of this mixed-methods research study was to identify and describe 
the family experiences of foster care for those with a CFT and whether CFTs continued 
to meet after families reunified.  In addition, it was the purpose to describe the impact of 
CFTs on reentry into foster care.  Data collection and analysis helped formulate answers 
to these core research questions.  Key findings presented in Chapter IV were the result of 
statistical analysis and coding of frequencies to determine patterns and themes.  Themes, 
as identified by the literature review, were linked to the best practices in child welfare 
through the specific lens of child and family teaming. 
CFTs are designed to leverage natural family supports and build trusting 
relationships with the professional members of a family’s team.  The dominant finding of 
this study revealed families perceive CFTs as effective in helping them improve family 
outcomes.  Another major finding of the study was that, from the family’s perspective, 
system functioning, more than anything else, determined whether a child reunited with 
their biological family or went to another type of permanent placement.  
In 2015 when DCFS began certifying staff to facilitate the teaming model in all 
regional offices, the purpose was to help families reunify more safely, exit the system 
more quickly, and, ultimately prevent reentry into foster care.  The agency continues to 
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provide families the supports, skills, and abilities necessary to parent without the 
intervention of DCFS.   Overall, this study demonstrated families perceive the CFT 
intervention as helpful.  Families believe the collective wisdom and efforts of the 
members of the CFT can have a positive impact on their lives.  Increasing family teaming 
with child welfare staff, mental health clinicians, school professionals, community 
support personal, family friends, relatives, and people from the family’s own community, 
helped families build their own action plan to address underlying needs.  Over time, child 
welfare hopes to prove CFTs provide a safety net for families and, ultimately, prevent 
reentry into foster care.   
Finding 1 – CFTs Support Improved Child and Family Experiences and Outcomes   
The Los Angeles CFT practice model was positively linked to the family’s 
experience with the child welfare agency and their perception of successful outcomes.   
All three data collection methods in this mixed-methods study (administrative data, 
family surveys and family interviews) showed a statistically significant higher rating of 
child welfare experiences and outcomes by families who had a CFT compared to those 
who did not experience a CFT.  These results demonstrate families in Los Angeles 
County are experiencing similar results to families in other jurisdictions where CFT 
models have demonstrated to be effective in promoting the well-being of children, 
families, and workers alike (Alpert & Meezan, 2012; Courtney et al., 2015; CWDA, 
2017; DCFS, 2016; Deloatch, 2010).   
Eighty-five percent of survey respondents revealed CFTs helped them identify 
their underlying needs and develop collaborative action plans.  Of those who wrote in 
additional comments, one-third of families indicated CFTs should be used as a prevention 
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strategy and occur even before children are detained in foster care to reduce the need for 
detention and allow children to stay safely at home with their parents more frequently.   
These results indicate families in Los Angeles perceive CFTs as a successful process for 
themselves and their children, agreeing with research that shows a system providing 
seamless teaming with all parties involved in the decision-making process, including 
intentional engagement strategies for estranged family members, provided better results 
for families (Melchiorre & Vis, 2013).  Overall, families indicated they felt encouraged 
by CFTs.  They valued action plans they helped craft and direct to resolve their 
underlying needs.   
Finding 2 – CFTs Reflect Societal Value of Effective Parenting  
Research in areas placing a higher social value on families, as shown by higher 
taxes and increased services, proved that residents were twice as likely to graduate high 
school, four times more likely to be insured, four times more likely not to be incarcerated, 
and nearly twice as likely not to die from abuse and neglect (BBC, 2011).  The family-
directed teaming model used in Los Angeles County emphasized cross-sector 
collaboration to connect families to essential services.  Cross-sector collaboration 
connected families with mental health, wraparound, substance abuse treatment, tutoring, 
transportation and other appropriate services.   
As revealed by the survey question related to essential services, and supported by 
related follow-up interview questions, nearly sixty percent of the families who had a CFT 
indicated they were able to secure essential supports and services, including housing and 
medical needs as compared to only thirty-six percent of those who did not have a CFT.  
They reported receipt of these services contributed to building a sense of confidence in 
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their own ability to achieve successful outcomes.  Families also frequently expressed 
gratitude for the services and supports offered through the child welfare agency.  A 
significant number of families reported the supports and services changed their lives for 
the better, despite whatever complaints they had about the agency or process.  Families 
felt their voices were heard and their underlying needs were being addressed by the 
agency.  Families also described a sense of security and hopefulness when there were 
opportunities for involvement in wraparound, counseling, and other services.   
Families located in certain geographic areas of the county described having more 
access to resources than other areas.  Thirty-six percent of the families surveyed, and half 
of the families interviewed, reported needing more housing, medical services, and 
regional center services.  Families reported long wait times and said service delivery was 
inconsistent throughout the county.  This researcher observed service ‘deserts’ in some 
areas, while services were abundant in other areas.   
One of the most significant things families revealed was the overall perception 
that the connection to and quality of mental health, substance abuse, medical and other 
essential community services linked directly to their ability to change risky behaviors.  
Petit (2011) argued weak responses to families in need were less efficient in protecting 
children and resulted in poor outcomes for children.  Two of the families had such 
positive connections with their service providers they recommended DCFS give an award 
to the service provider staff.  Families spent much of the interview talking about how 
thankful and grateful they were for the services they received.   
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Finding 3 – Family Engagement in CFT is Connected to Social Worker Knowledge, 
Skills & Ability 
Based on the interview data, family engagement emerged as one of the most 
critical elements, as perceived by families.  Families revealed they felt their level of 
engagement, or lack thereof, was directly linked to their worker’s knowledge, skills, and 
ability.  Families frequently reported the success of the team often rested on their 
worker’s ability to defuse a crisis, listen to the meaning between the words, discern 
underlying needs, and translate those needs into a connection with services.  Interviewees 
attested to the effectiveness of the strategies and interventions their social worker helped 
craft and how their worker influenced them to change risky behaviors.  Families want 
patience, longevity, and consistency from their worker to address issues preventing them 
from parenting effectively. 
There were ten positive comments in the survey narratives about social workers.  
One respondent even said their worker was “amazing.”  The neutral to negative 
comments of 21 survey respondents included remarks about their worker being 
inexperienced, lacking pertinent information, and/or needing more practice and training.  
Three families detailed situations where an inexperienced social worker did not have the 
necessary knowledge about their case.  Families shared they did not mind if the worker 
was new but wished the worker would try to get more help from a supervisor or 
colleague.  One parent said, “I felt information was being withheld because it would 
cause extra work for the social worker to ask questions.”   
When asked the question “Overall, what worked well in your experience with 
DCFS?” many families’ comments centered on how their social worker communicated 
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with them.  Increased communication elicited greater family engagement.  For example, 
one resource parent said “Every time I emailed the social worker she got right back to 
me.  I always communicated with her and then she communicated with child’s mom.”   
A common theme in the survey was that families perceived some workers as more 
experienced with the teaming model than others.  In the face-to-face interviews families 
were complementary of their social worker’s ability to facilitate the CFT, offering 
comments such as:  
I feel like they did everything they could do to be unbiased on both ends.   
They offered programs for me.   
They listened to me when I had concerns. 
The end result was that the case closed and I’m in a happier place with my 
daughter.   
I really do appreciate the communication and having my concerns addressed.  
The whole situation can be time consuming, but overall I felt like what the social 
worker taught me helped me a lot.”   
 Thus, families perceived a trusting relationship with their social worker as 
directly impacting the overall success of the CFT.  They linked their success to their 
ability to reduce the risk of reentry into foster care.  Interview data mirrored literature 
describing the collaborative effort between the family and their social worker as a 
positive factor on repairing harm and the trauma created by removal and reducing the risk 
of reentry (Di Lorenzo et al., 2013).   
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Finding 4 – Leadership Inspires Staff Engagement in CFTs 
Families perceived office leadership as having a direct impact on the practice 
behavior of the social worker.  They felt leadership influenced a worker’s willingness to 
craft and provide individualized services.  Regardless of ability, families perceived social 
workers as looking to leadership for guidance about how far to go to address the child 
and family’s underlying needs.   
The study revealed most workers were able to develop positive working 
relationships with families and caregivers.  In offices where families indicated they felt 
their managerial teams were more supportive of providing CFTs, more families also 
reported being connected to appropriate services.  Leadership investment in holding child 
and family team meetings and training social workers in the core practice model 
encouraged a parallel culture of teaming within the organization.  Maxwell (2010) called 
this connection “investing in people’s growth” (p. 71).  This investment correlated to 
research showing that making staff feel valued increased engagement and improved 
productivity (Crowley, 2011).  
Finding 5 – Capacity for Caring Impacts Child Welfare System Outcomes   
A troubling finding of the study was families reported the overall child welfare 
system moved slowly and was inconsistent in responding to their needs.  Families and 
caregivers alike attested to wanting to be better advocates for themselves and their 
children.  Difficulty understanding the child welfare system stood in the way.  Families 
resoundingly reported having difficulty understanding the scope and sequencing of the 
child welfare process.  They frequently commented they did not know who to call if they 
had a problem.  One father requested a flowchart to help navigate the system numerous 
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times throughout the interview.  Half of the families interviewed expressed a need for 
some type of system guidance and suggested an advocate or fellow parent could help 
them understand agency expectations.  
The study also revealed another common thread among all the families 
interviewed.  Without exception, all families described at one time or another during the 
process as feeling unable to connect with the right people in the agency to obtain 
necessary information.  They felt this stymied assessment, hampered connection to 
services, and upset appropriate placements.  Parents shared that despite appropriate CFT 
action plan strategies, interventions were not effective if families could not connect to 
them services to in a timely fashion.   
Four families reported feeling hopeless and wanting to give up because they 
simply could not understand what they were supposed to do or what would happen next.  
One caregiver expressed frustration noting the biological mother was doing great but 
DCFS did not respond to emails acknowledging the mother’s accomplishments.  
Eight of the 12 families interviewed reported feeling that DCFS lacked concern 
for them.  Two biological parents said service providers also made them feel liked 
“losers” whose children would be taken away.  Families also shared that internal 
communication with the agency was a key factor in building positive, working 
relationships, managing family expectations, establishing trust and rapport, making them 
feel valued, and ultimately, impacting family success.   
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Unexpected Findings 
Unexpected Finding 1 – Degree of Impact of Social Worker Connection on Families  
The consistency with which families attributed their success as being directly 
linked to their connection with their worker was unexpected.  References to social worker 
expertise came up 42 times in the survey narratives and engagement with staff was 
referenced 62 times.  Families related heart-breaking stories about missed connections, 
lack of respect and lack of empathy with social workers.  Yet, about a third of the 
families related stories about how hard their social worker worked with them and fought 
for them.   
Fifty percent of the families interviewed, and an equivalent percentage of survey 
respondents, described their desire for a better relationship with their social worker.  
Two-thirds of the survey respondents who commented in the narrative field described 
wanting their social worker to respect them and/or know them better to help them 
develop a plan to address the family’s needs.  They also expressed wanting their social 
worker to advocate on their behalf.  Several families shared they responded by trying 
harder, sticking to the plan, and following through with their programs when they felt 
their social worker was on their side.   
Families who experienced a good relationship with their social worker said it 
made all the difference for them.  Over eighty percent of the families reported having 
more than two social workers on their case.  Only fifty percent of the families reported 
having a special connection with at least one worker who made a difference on their case.   
Two families reported losing respect for the worker and cutting them out of the loop to 
work directly with other team members.  According to Boris and Rosenblum (2016), the 
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relationship between workers and families has significant influence on the behaviors of 
families.   
During the interview, over thirty percent of the families reported that their 
relationship with their social worker helped them stay committed to sobriety, or prompted 
them to finish school, or find employment.  They felt the worker inspired them to stick to 
the family plan to address their underlying need.  Conversely, survey comments indicated 
many families felt social workers weren’t “doing the intervention.”  One mom wrote, 
“The team creates the plans but don’t follow through because of the agency’s turnover 
rate.”  Another parent wrote “Most children adjust to constantly dealing with those 
multiple changes on their team. In the children’s eyes it becomes a transitional issue of 
another loss.”  Yet another said, “Bottom line we don’t have any idea how many people 
we have had.  And we don’t feel like any of them were our people.  Except for one 
worker and she wasn’t our person, she was the child’s social worker.”  Overall, families 
reported that most social workers were pleasant describing them as “nice, friendly, and/or 
kind.”  When they had a positive connection with the social worker, that worker’s 
encouragement could inspire them to change their behavior.   As one mom reported, she 
attributed her social worker as the only reason she could be successful in what she 
described as “the nightmare” of her children being in foster care.    
Unexpected Finding 2 – Caregivers Want to Participate in CFTs 
Another surprising finding was that caregivers expressed a keen interest in being 
part of the child and family team.  Without exception, foster parents and relative 
caregivers who were interviewed revealed asking to be involved in the formal teaming 
process.  Resource families who had prior experience with the agency said they preferred 
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CFTs over prior practice models and discussed what they perceived as important child 
welfare system improvements. 
Resource families saw themselves as key members of the children’s teams.  They 
want to be involved in the behavioral and educational goals of the child.  Caregivers who 
had experienced CFTs wanted to continue to be included.  One foster mom expressed an 
interest for other members of her family to also participate in the CFT.  Yet, even 
caregivers who felt their team could have performed better reported liking the CFT model 
because it gave them more of a voice in the process and more of an ability to share their 
important perspective of the child and family with the entire team.  They reported feeling 
like they had the most knowledge about the child and the CFT gave them an ability to 
have input into the case plan.  Caregiver’s reported their strong bond with the child (or 
children) prompted them to want to help develop transition strategies for the child (or 
children) to return home.  Caregivers also related their desire to continue to work with the 
biological families even after reunification.   
Unexpected Finding 3 – Fewer Fathers Participated on the CFT  
Another unexpected finding revealed by the study was a nearly fifteen percent 
reduction in the number of fathers reported as members of the CFT.  Only nineteen 
percent of the families who had a CFT reported a father participating on the team 
compared to thirty-three percent of the non-CFT families who reported having a father 
involved.  Yet, follow-up interview questions revealed a father’s participation on the CFT 
had increased positive outcomes.  A father helped establish natural supports for the 
family action plan, built bridges with extended, paternal family members, and built trust 
between social workers and the family.  Two of the families interviewed said involving 
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fathers in the CFT also increased agency credibility within their community.  They felt 
this showed the agency was sincere in their efforts to find the children’s relatives and 
explore all options before placing a child in out-of-home care. 
Unexpected Finding 4 – Missed Placement Opportunities 
Most troubling were the accounts of foster parents who, despite successful past 
placements, were left in limbo waiting for their next child.  Twenty-five percent of the 
families interviewed revealed they had not been asked to take additional placements once 
their foster child or relative had reunified with the biological family.  One mom said “I 
had great relationships with DCFS workers, attorneys, judges, etc.  Because I had such 
great relationships I’m surprised I wasn’t contacted to take other children.  I feel like the 
County is missing opportunities for people like myself to take in the children who need 
homes.”  The families reported having a willingness to take more children and felt they 
had a positive experience with the child welfare agency.   
Conclusions 
The purpose of this mixed-methods research study was to identify and describe 
how CFTs impacted children and families.  The four elements of the Los Angeles CFT 
model (staff engagement, family engagement, team meetings, and follow-up) proved to 
be effective tools to teach social workers practice behaviors directly linked to developing 
family teams to support positive family outcomes in the foster care system.  The 
following conclusions summarize the data analysis contained in Chapter IV describing 
the lived experiences of families as they navigated the foster care system: 
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Conclusion 1 – All Children Should Have CFTs 
This study clearly shows CFTs should be offered to all families who come into 
the care of child welfare systems.  The research strongly suggests this model should also 
be considered as a preventative tool to keep families out of the system.  CFTs help the 
family identify underlying needs, develop an individualized action plan the family can 
buy in to, and improve the family’s overall ability to successfully reunify.      
Conclusion 2 – Partnership is Critical to the CFT Success 
Partnerships are the key to the success of CFTs.  The findings from this study 
revealed families strongly value being connected to the supports and services offered 
through other agencies and community partners.  Having the right team members at the 
table builds the best foundation for improved outcomes and increases successful 
reunification.  Ensuring other county agencies have professionals on the child and family 
team who can address mental health, substance abuse and other issues is essential.  
Families struggled to achieve the goals of the action plan when they could not be linked 
to services.  
Families need community services and supports even more after case closure. 
Multiple attachments in the local geographic area have been proven to decrease feelings 
of isolation, helplessness, and hopelessness that especially single mothers reported 
feeling.  When community resource staff participated on CFTs families realized they 
have help, they are not alone.     
Transitioning to a community service provider upon case closure can also help 
avoid reentry into the system.  When parents established bonds with people in their 
community who can provide assistance and support as needed, they were able to handle 
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the normal ups and downs of family life and maintain their children safely in the family 
home without DCFS intervention.  Families who don’t have appropriate services made 
available to them reported less positive experiences and outcomes than families who 
received appropriate services.   
Conclusion 3 – Positive Relationships with Social Workers Improve Family 
Outcomes 
Engagement with families builds trust and buy-in.  Better staff engagement 
produced better family engagement and subsequently, improved family outcomes.  
Families respond positively to engagement and increased communication.  Families who 
felt like staff listened and respected them demonstrated increased buy-in and readiness to 
participate with their team.  When social workers allow families to enjoy a greater voice 
in the joint decision-making process, families are clearer about their intentions and share 
pertinent information.  
Trust and family engagement are the two most important elements of establishing 
a positive relationship with a family.  Listening to the family story and learning about the 
family’s strengths are integral components of the SCPM model.  These are effective ways 
to begin establishing rapport with a family even before the CFTM.  When the social 
worker connects with members of a child’s family, it sets off a chain reaction.  As trust is 
built, bonding occurs, resistance is decreased, and buy-in, cooperation and openness are 
increased.   
Families value the simple act of listening to their family story.  Listening 
demonstrates the worker cares about the family and is invested in the relationship.  It also 
indicated respect for the family, their culture, and their way of life.  Listening, before 
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questioning, helped establish the foundation for a two-way flow of communication.  
Families need the time and place to express concerns, share ideas, and learn and grow in 
their parenting skills.  Establishing a positive relationship helps the worker hone in on 
underlying needs and subsequently identify appropriate services to help the family.  
Social workers who carefully and intuitively listened to family members created the 
opportunity for successful family-directed teaming and interventions.   
Conclusion 4 – Leadership Drives Culture  
When leadership values the behaviors identified in the practice model it is 
reflected in family outcomes.  As my colleague Frank Forman stated, “Staying within, 
getting a bigger, or thinking outside the box implies the box is correct.  Often that box is 
worn out… not looking at different approaches limits you to repeating (failures of) the 
past.” Leaders who espouse this practice model empower their workers to team with 
families in a new way.  In essence, get a different box.  This type of leadership builds a 
culture that allows workers to connect with families at a deeper level and more easily 
build trust with their teams.   
Conclusion 5 – Family Outcomes Reflect Organizational Capacity for Caring 
(CQ™)  
The results of this study revealed an elusive, but essential component for social 
services agencies.  It is best described as an agency’s overall capacity for caring.  An 
organization’s capacity for caring requires an intuitive, heartfelt type of wisdom.  This 
researcher coined the term ‘caring quotient’ (CQ™) to define the type of organizational 
wisdom required by agencies responsible for caring for human beings.  The concepts of 
intellectual quotient (IQ) and emotional intelligence (EQ) are familiar indicators of 
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wisdom, but the collective capacity for caring for people requires a different type of 
wisdom.  CQ™ is best described as a combination of many factors including a healthy 
agency culture, sufficient resources (such as ample staffing levels, adequate resources for 
families, and appropriate supports and services), and streamlined business processes 
designed to effectuate speedy interventions and cut through bureaucracy.   
This is mirrored by positive communication with clients, good relationships 
among agency staff, high levels of worker knowledge, skills and abilities, respect for 
families, information transparency, smooth communication flows, the willingness of 
workers to go beyond policy expectations to discover and then DO the right thing, the 
clinical ability of staff to uncover underlying needs, and the ability of the organization to 
successfully connect families to appropriate services.   
This researcher saw a connection between successful family outcomes and offices 
with healthy CQ™.  Offices with a healthy CQ™ first built healthy, trusting relationships 
with workers within the office and those values spilled over into relationships with 
families and other organizations outside the agency.  Healthy CQ™ culture was 
evidenced through family attitudes and feelings, increased buy-in, and family and staff 
engagement.  Families who worked in this type of environment reported a general feeling 
of encouragement and directly attributed the agency’s CQ™ to their ability to achieve 
their CFT goals.  When agencies insist on utilizing a fear-based practice model that has 
proven to produce more trauma for children families are reluctant to engage with child 
welfare staff.  Interactions lacking transparency, trust, and genuine compassion are 
quickly found out and avoided by families who have experienced trauma.    
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Conclusion 6 – Include Caregivers and Fathers  
The participation of the father in the CFT can have exponential effects.  Fathers 
are a natural support for the family action plan.  Fathers build bridges with extended, 
paternal family members, and can help establish trust between social workers and the 
family.  Involving fathers in the CFT also increases agency credibility within the 
community.  Trust is built when the agency makes the effort to find the children’s 
relatives and explore all options before placing a child in out-of-home care.  
Implications for Action 
The results of this study support the concept of teaming and its importance in 
helping families and workers make the difficult decisions that must be made in child 
welfare on a daily basis.  This section presents implications for children, families, 
caregivers, child welfare leaders, social workers, community partners, and other county 
departments who play a role in child welfare, such as the Department of Mental Health, 
Department of Public Health, and Office of Child Protection. 
Implication 1 – Develop CFT as a Preventative Tool 
Transitioning to a teaming and teaching mindset is a huge shift in the culture of 
child welfare.  Policy shifts, evidence-based practices, and political will converged to 
create the perfect storm for changing child welfare culture.  CFTs support this evolution 
of social work by giving agencies a better tool for caring for children safely in their own 
home.  Brain science proved removing a child from their home introduced more trauma 
and could cause additional harm.  The Continuum of Care Reform being implemented in 
California provides an expanded opportunity for child welfare agencies to better support 
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families in caring for their children safely in their home, except in cases of severe abuse 
and neglect.   
Expanding the model to use CFTs during the investigation phase could help social 
workers explore the possibility of keeping a child safely in the home.  Teaming with 
community agencies and faith-based organizations to replicate the CFT model could help 
families create their own teams and prevent them from coming into the child welfare 
system.   It is further recommended DCFS assign a team to develop better ways utilize 
the agency’s existing website and create other forums to disseminate CFT information to 
the community to facilitate inter-agency communication on CFT best practices.  
Social workers must be routinely coached on practice skills to further develop 
their ability to facilitate and manage meetings.  This includes making everyone feel 
involved, setting expectations for caregivers and biological parents, routinely including 
fathers as members of the CFT, and truly performing as the coach of a multi-disciplinary 
team. Families identified offices where social workers felt encouraged, informed, and 
empowered.  Families voiced the need to feel safe to raise concerns and share thoughts 
and ideas.  In offices where this was the norm, families reported having a more trusting 
relationship with their social worker.  In turn, families with better social worker 
relationships allowed themselves to become more vulnerable and allowed workers to help 
them navigate difficult circumstances and make difficult decisions.  It was also observed 
CFTs in these environments navigated potential pitfalls more effectively.  
Implication 2 – Maximize Service Delivery 
Linking families with services proved to be the top theme for families.  DCFS 
must reassess resource allocation and alignment of services to maximize existing funding.  
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Incentivizing and aligning contracts in communities where supports and services are 
needed could completely change the outcomes for children and families.  Families who 
had strong supportive services to treat their underlying needs reported reunifying more 
frequently, exiting the system more quickly, and feeling less likely to reenter.  However, 
not all services were available in all areas of the county.  This study found great disparity 
in the types of services offered in the various regions of the county as reported by 
families.  It is recommended that a systematic method of geographically mapping service 
needs be employed when establishing contract service areas.  This ensure contracts are 
awarded to vendors who can provide services in the areas of the county where they are 
needed.   
The length of time families had to wait for services also varied greatly by regional 
service area.  It is further recommended the amount of services contracted in each office 
area be matched with demand by examining the number of placements in each area and 
types of services needed, and then matching them with the appropriate contracts. 
Implication 3 – Create an Internal Teaming Process 
Based upon the findings of this study, it is recommended DCFS pair new workers 
with more experienced workers.  This could provide a mentor and resource for new 
workers and would benefit children by providing smoother transitions as cases are 
handed over to new workers.  This study, and many in the literature review, found a 
relationship between the number of social workers involved with the case and the number 
of mistakes made.  At a minimum, revising policy to reduce case transitioning and/or 
keep cases in the same unit is strongly recommended.   
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Social worker teaming may also prove beneficial for the safety of workers.  Going 
into the field in pairs provides an element of safety requested by many social workers.   
Implication 4 – Embed the CFT Concept in the Social Work Profession 
Based on the preliminary success of CFTs, the model should be incorporated into 
the social work profession.  This could be accomplished several ways, 1) developing and 
disseminating a short best practices policy memorandum nationally to the heads of child 
welfare agencies about implementing CFTs, 2) teaching this CFT model at child welfare 
conferences and professional social work organizational meetings, and 3) incorporating 
the CFT philosophy into existing partnerships with colleges and universities.  Including 
the concept in curriculum at the college and university level will help prepare new social 
workers for employment with child welfare agencies.  SCPM behaviors should also be 
incorporated into leadership development and formal mentorship programs to continue 
professional development of existing social workers.  Workers should be offered training 
on the skills required to work with the foster parent and biological parents at the same 
time and to create an overall, supportive atmosphere of teamwork.   
Overall, the four-step CFT model and accompanying practice behaviors should be 
the foundation for curriculum, courses, and seminars to help develop existing and future 
social workers.  Requiring members of professional social work organizations to mentor 
one or more students and/or members of their organization in this practice could also help 
weave the practice into the fabric of professional social work. 
Implication 5 – Implement Mandatory Trauma Informed Practices 
Trauma informed education and attachment disorder training should be 
mandatory for all social workers and caregivers.  Many families reported that neither they 
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nor their workers were familiar with normal childhood development or how to care for a 
substance-exposed infant.  They reported better outcomes with children when they began 
to understand how trauma and/or attachment disorder disrupted normal childhood 
development.  Special emphasis must be placed on working with babies by implementing 
strict protocol and policies for workers and developing and providing special instructions 
to caregivers of infants, especially for caregivers of substance-exposed children.  
Caregiver education should be updated to emphasize trauma and substance exposure.  
Families must be deemed competent to care for infants and complete specialized training 
before an infant is placed with them.  Additionally, a protocol should be developed for a 
public health nurse to visit each family within the first 24 hours of a newborn being 
placed with a foster parent or relative caregiver to explain the medical requirements of 
the individual infant and help transition the child successfully into the family home. 
Implication 6 – Streamline DCFS Business Processes 
A resounding refrain echoed throughout the study.  Families involved with DCFS 
would like the process to become more intuitive and user friendly.  Designing a simpler, 
more transparent, family-friendly process could have enormous impact on the entire 
system.  It is recommended that internal business processes within the agency be 
reviewed by a professional business consulting agency using a business redesign process 
to collaboratively design a more transparent, family-friendly placement process.  Five 
focus areas to streamline and improve the child welfare process are listed below: 
1. Eliminating unnecessary or duplicate paperwork and/or automating routine 
paperwork.  This would cut down on staff demands and free up clerical staff 
to assist with providing customer service to families for urgent needs such as 
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obtaining Medi-Cal cards, duplicate birth certificates, and copies of medical 
records.   
4. Creating a family friendly “Playbook.”  Parents and caregivers need to know 
what is expected from them and likewise, what they can expect from their 
social worker and other professionals on the team. It is strongly recommended 
DCFS develop a handbook spelling out the specific expectations, roles, and 
responsibilities of all the CFT participants, focusing on three critical roles – 
the social worker, the biological parent, and the caregivers.  If this handbook 
were written from the perspective of the child, it would emphasize working as 
a team in the best interest of the child.  Gone are the days when caregivers 
only parented the child or included one parent.  If reunification is the goal, 
relative caregivers and foster parents should know the agency expectations 
from the beginning and be willing to be a role model and team with the 
biological parents.  A handbook could spell out biological parent 
requirements, caregiver roles, and agency expectations. 
5. Developing family-friendly, intuitive tracking and reporting programs for 
families and caregivers.  Families said they needed better ways to 
communicate with the agency.  One example is being able to provide input 
and report their progress into their child and family action plans.  Those action 
plans are often not reflected in court reports.  Developing an app to track 
progress on family action plans would allow CFTs to submit progress notes 
and upload documentation that could be included in the case file and/or court 
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report.  This would help social workers include family updates on reports to 
judicial officers and help judicial officers track case progress.   
6. Provide caregivers real-time access to input their availability into the foster 
care search engine placement resources.  Based on the findings of this study, 
the Foster Care Search Engine should allow caregivers to access the system 
and indicate when they are available to take children, the ages of children they 
can take, and how many beds they have open.  Having to go through the social 
worker adds an unnecessary layer of work for social workers and hampers 
access to the placement.   
7. Finally, placement resources should be mapped in real-time in each 
community, much like the availability of other services.  Ultimately, 
designing a business system around the end-user would incorporate family 
voice and choice and help create a truly collaborative child welfare system 
teaming in every sense of the word.   
Implication 7 – Provide Peer Mentorship for Foster Youth 
Parents and caregivers of transitional age youth requested strengthened programs 
and supports.  Some of their suggestions included increasing the number employment 
internships and training opportunities available.  Although numerous programs exist, it 
was often the experience of the worker or another person who went through the system 
that provided valuable guidance, linkages, and connections.  Creating a program for 
former foster youth to mentor current foster youth would provide an opportunity for the 
former foster youth to obtain work experience while providing a benefit to current foster 
youth. 
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It is recommended an opportunity be developed for older or aged-out foster youth 
to teach and mentor high-school aged foster youth.  This program could be modeled 
similar to the Parents In Partnership (PIP) program where parents who have successfully 
exited the child welfare system mentor parents who are new to the system.   
Recommendations for Further Research 
Based upon the findings and limitations of this study, additional research is 
recommended as follows: 
• Replicate this study in two to three years to determine the impact on the rate 
of reentry into foster care. 
• Conduct a qualitative study to determine how to increase the involvement of 
fathers on CFTs. 
• Conduct a mixed-methods study to describe the impact of CFT behaviors on 
social workers.  This study did not measure the perceptions of members of the 
organization as it examined the impact of CFTs. It is recommended a mixed-
methods study be conducted to describe the impact, behaviors, and 
perceptions of social workers using the CFT model.  It is further 
recommended the perceptions and behaviors of workers in child welfare 
agencies be categorized by their role in the organization (i.e., line worker, 
supervisor, manager). 
• Use historical data and information as a baseline to conduct a study comparing 
what Katie A. experienced in foster care when the law suit was filed versus 
what she might experience today.   
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• Replicate this study in multiple jurisdictions of the same size to develop a 
meta-analysis of multiple jurisdictions that implemented CFTs to see if there 
are broader implications across agencies. 
• Conduct a qualitative study to determine if the specific practice behaviors 
used with families differ based on the size or type of organization. 
• Conduct a quantitative study using matched sets of data on children, pairing a 
child with a CFT with one of similar age, gender, ethnicity, and allegation 
type who did not a have CFT. 
Concluding Remarks and Reflection 
The social cost of child abuse touches us all.  The deep wound it creates cuts 
through all socio-economic, political, religious, and ethnic backgrounds.  This study 
shared a glimpse into the stories of the many families in need and those who heed their 
cry for help.  This researcher heard first-hand from families who fought to be reunified 
with their children.  They told stories of how CFTs impacted them and what their 
experience was like with caregivers who stepped into the gap, first responders who 
knocked on doors, law enforcement and probation personnel who encountered families 
when they were most vulnerable, and countless other behind-the-scenes professionals 
such as medical, mental health, and public health workers.   
The family stories shared in this study serve as a reminder of the many faces, 
names, and voices behind the mounds of data and reports social workers and 
administrators routinely review.  These stories and this research serve to encourage, 
inspire, motivate, guide, and direct those involved with the daunting task of child welfare 
systems change. We can “Never, ever give up!” as one mom pleaded. Never has there 
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been a more opportune time for child welfare agencies to make the practice change to 
using CFT as a means of protecting children.  Children’s programs have been put on the 
chopping block at both the federal and state levels.  Yet the demand for agency services 
remains the same and, in some areas, has even increased.  It is incumbent upon child 
welfare agencies to use the resources they have more effectively.  This study proves 
Child and Family Teams can have a positive impact on the families of children in foster 
care.  The study demonstrates, in many instances, that the installation of a CFT can even 
prevent abused and neglected children from suffering the compounded traumatic 
experience of being detained and placed in a foster or relative home.  This study 
demonstrates the Los Angeles model of CFTs can help child welfare systems promote the 
safety and well-being of children and families, establish a more positive working 
environment for families and social workers alike, and ultimately, improve outcomes for 
children and families. 
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Appendix B 
Online Family Survey 
If you had a case that closed during the calendar year of 2016, you are invited to take part 
in a research study titled, “Impact of Child and Family Teaming on Re-Entry into Child 
Welfare.” The purpose of this study is to understand the extent to which a Child and 
Family Team (a team comprised of a combination of professionals and individuals of 
your own choosing, such as friends, relatives, clergy, etc.), is helpful in supporting 
families like yours in successfully closing their case, reaching their goals, and in 
preventing re-entries into the child welfare system. 
 
Your feedback is important and can help improve the process for other people who may 
come into contact with child welfare. I am asking for your help by taking this brief 
survey about your experiences with DCFS. The survey also asks your experiences with 
your Child and Family Team, if you had one during the time your case was open with 
DCFS. This survey should take approximately 10-15 minutes. Your individual responses 
will remain confidential and will not be shared with anyone else. Thank you in advance 
for helping us understand the effectiveness of Child and Family Teams here in Los 
Angeles County. For your convenience, there is both an English and a Spanish version 
of the survey. Please only choose one version. 
 
If you have any questions regarding the survey or the study, please feel free to 
contact Madeline Roachell, at mroachel@mail.brandman.edu. Thank you for your 
time, support and candid feedback. 
ELECTRONIC CONSENT 
 
By clicking on the “agree” button below you voluntarily agree to participate in this survey and are free to 
withdraw at any time. If you do not wish to participate, you may decline by clicking on the “disagree” 
button. The survey will not open for responses until you have agreed to participate. For the purposes of 
this survey, a child and family team is made up of individuals, which can include your DCFS social 
worker, family members, and other important people in your life, that you can call on for help during 
times of need. 
1. Do you agree to the consent? 
 
AGREE: I give my consent to voluntarily participate in the study and acknowledge 
that I may withdraw at any time, without giving a reason and without any negative 
consequences. 
 
DISAGREE: I do not wish to participate in this electronic survey. 
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2. What year did your case close? 
 
3. Did you have a child and family team during your case with DCFS? 
 Yes 
 No 
 
4. Is your child and family team still meeting? 
 Yes 
 No 
 
5. Who were the members of your child and family team. Please check all that 
apply. 
 Parent 1 (Mom/Step Mom) 
 Parent 2 (Dad/ Step Dad) 
 Grandparent 
 Aunt 
 Uncle 
 Sibling 
 Other Relative 
 Family Friend 
 Mental Health Therapist 
 School Counselor 
 Pastor/Religious Leader 
 Other Professional 
 Other (please specify) 
 
6. Please indicate the degree to which child and family team members helped your 
family handle family problems. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
7. Please indicate the degree to which child and family team members helped your 
family resolve conflict. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
8. Please indicate the degree to which child and family team members helped your 
family improve family communication. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
 
9. Please indicate the degree to which child and family team members helped your 
family become more involved with your child’s school activities. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
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10. Please indicate the degree to which child and family team members helped your 
family meet essential needs such as housing and medical care. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
11. Overall, how helpful has your child and family team been? 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
12. If you did NOT have a team, please indicate the degree to which DCFS helped 
your family resolve conflict. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
13. If you did NOT have a child and family team, please indicate others that were 
involved with your case. Please check all that apply. 
 Parent 1 (Mom/Step Mom) 
 Parent 2 (Dad/ Step Dad) 
 Grandparent 
 Aunt 
 Uncle 
 Sibling 
 Other Relative 
 Family Friend 
 Mental Health Therapist 
 School Counselor 
 Pastor/Religious Leader 
 Other Professional 
 Other (please specify) 
 
14. If you did NOT have a team, please indicate the degree to which DCFS helped 
your family handle family problems. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
15. If you did NOT have a team, please indicate the degree to which DCFS helped 
your family improve family communication. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
16. If you did NOT have a team, please indicate the degree to which DCFS helped 
your family become more involved with your child’s school activities. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
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17. If you did NOT have a team, please indicate the degree to which DCFS helped 
your family meet essential needs such as housing and medical care. 
 
not helpful       somewhat helpful       helpful       very helpful       extremely helpful 
 
18. Overall, how helpful was DCFS with your case? 
 
19. Is there anything else you would like us to know about your experience with 
your child and family team or your case? 
 
20. We are trying to improve the child and family team process. If you are willing to 
discuss your experience with a researcher, please provide the best telephone number 
to reach you. 
 
21. What is your age? 
 18 to 24 
 25 to 34 
 35 to 44 
 45 to 54 
 55 to 64 
 65 to 74  
 75 or older 
 
22. What is your gender? 
 Female 
 Male 
 
23. Which race/ethnicity best describes you? (Please check only one.) 
 American Indian or Alaskan Native 
 Asian / Pacific Islander 
 Black or African American 
 Hispanic 
 White / Caucasian 
 Multiple ethnicity / Other (please specify) 
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APPENDIX C 
Family Interview Script 
“Hi, my name is Madeline Roachell, and I am an Assistant Deputy Director at the 
Department of Children and Family Services for Los Angeles County.  I’m also a 
doctoral candidate at Brandman University.  I am conducting research to help 
understand the family perspective of the child and family team model used in Los 
Angeles.  Specifically, I am interested in learning about the family perception of your 
experiences with DCFS, for example, if the child and family team is supportive and 
family-directed; if the team includes people of the family’s choosing (such as friends, 
relatives, clergy, etc.); if the professionals assigned to your case (such as your case 
worker and your mental health counselor) are active on the child and family team; and 
finally, if the team helped prevent reentry into foster care? In total, I will be conducting 
twelve interviews with families.  The information you provide, along with information 
provided by other families, and the online survey results will all be combined.  Hopefully 
together they will provide a good, overall picture of the family perception of this model of 
child and family teaming.   
During the interview, I will be reading the questions to make sure that each 
family is asked the same questions in the same order and the interviews are conducted in 
a manner that is as similar as possible.   
I would like to assure you that information obtained in this interview will remain 
confidential, with the exception of the reporting of any child abuse or neglect.  As a 
mandated reporter, I have responsibility to report any new allegations or information 
about child abuse and neglect.  You are free to end this interview and/or withdraw from 
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this study at any time and without giving a reason. Terminating this interview and/or 
withdrawing from this study will not affect the relationship you have, if any, with the 
researcher or the child welfare agency. If you withdraw from this study, any information 
you may have contributed will not be used in the study.   
If you would like, I can email you an “Informed Consent and the Brandman Bill 
of Rights” before we conduct the interview?  Do you have any questions about the study 
or your rights as a participant before we get started?  Or any questions about any other 
information I have covered, so far?”   
Families will then be asked the following questions using the following standardized 
form: 
CFT Family Interview Form 
Client ID # ________________ 
1) Which DCFS office area handled your case? 
2) Have you participated in a child and family team meeting?   
3) Could you give a brief description of your child and family team meeting?  
Prompts:  Where did you meet? How has the meeting location facilitated 
working together as a team?  Do you recall the approximate length of each 
meeting?   
4) Who did you work with/who was on your team?   
• Child’s other parent, gmom, gdad, aunt, uncle, mental health therapist, 
rehab counselor, probation officer, pastor, older youth, school counselor, 
other: 
5) What individualized goals developed for your child?  Can you please 
describe the goals and the role of the family team? 
a. _____________________________________________________ 
b. _____________________________________________________ 
c. _____________________________________________________ 
d. _____________________________________________________ 
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6) How would you describe the success of your family goals/ action plan? 
7) Has the frequency of CFT meetings been about right?   
• Prompt: Has the meeting frequency been sufficient to support your family 
in meeting the goals established in the CFT action plan?  
8) How has the child and family team continued to support your family after 
case closure?    
• Prompts:  How many times has/did the team met after case closure?  
Overall, do you recall about how many team meetings were held?   
9) What topics/goals were discussed in subsequent meetings?   
10) Did you have an agenda for the meeting?  Yes/no  If yes, who created the 
agenda for the meeting?    
11) How were you influenced by the child and family team?   
12) Overall, what worked well? 
13) Thinking back, were there things that didn’t work so well? 
14) Were there other things that you would like share about your child and 
family team? 
 
 
Generic probes used by the researcher during the interview included the following: 
1.  Would you care to expand upon that a bit? 
2. Do you have anything else you would like to add? 
3. What did you mean by…. ? 
4. Why do you think that was the case? 
5. Could you please tell me more about….? 
6. Can you give me an example of …..? 
7. How did you feel about that? 
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APPENDIX D 
Invitation & Informed Consent to Participate 
Dear Parent or Youth,  
You are being invited to take part in a research study. Before you decide to participate in 
this study, it is important that you understand why the research is being done and what it 
will involve. Please read the following information carefully and ask the researcher if 
there is anything that is not clear or if you want more information. 
TITLE OF STUDY 
 Impact of Child and Family Teams (CFTs) 
PRINCIPAL RESEARCHER  
Madeline Roachell 
Los Angeles County Department of Children and Families 
5026 Pacific Coast Highway, Torrance, CA  90505 
310-951-3017 
mroachel@mail.brandman.edu 
 
PURPOSE OF STUDY 
The purpose of this study is to understand if helping families create a supportive, family-
directed child and family team consisting of people of their own choosing (such as 
friends, relatives, clergy, etc.) to work with the child welfare, mental health, and other 
professionals assigned to their case to form a child and family team, is effective in 
preventing reentry into the child welfare system; furthermore, this research seeks to 
describe if there is a connection between child and family teams (CFTs) and reentry into 
the child welfare agency.    
 
STUDY PROCEDURES 
This study will evaluate administrative records to identify families who had a case that 
closed in calendar year 2016.  These families will be sent an invitation to participate in an 
online survey.  Families will be given the option to volunteer for a brief follow-up 
interview to discuss the family’s experience with the child welfare agency.      
Telephone interviews will be recorded for research purposes, but there will be no 
videotaping or film procedures used in this study. 
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RISKS 
There is a potential risk that further child abuse may be uncovered during this research.  
All allegations of child abuse must be reported to the child abuse hotline.   Please note:  
you may decline to answer any or all questions and you may terminate your involvement 
at any time if you choose. 
 
 
BENEFITS 
There will be no direct benefit to you for your participation in this study. However, 
information obtained from this study may improve the outcomes for children and families 
involved with child welfare.  Using scientific methods to validate the results of using a 
teaming model will help guide child welfare practice and how agencies incorporate this 
intervention into their policies and procedures.   
The agency involved in the study, the Los Angeles County Department of Children and 
Family Services, will be able to use lessons learned from the study to further track and 
adapt their practice.  Other child welfare agencies and professionals may also use this 
information as they incorporate teaming into their practice.  The findings may be most 
applicable to other public child welfare agencies throughout California where convening 
a child and family teams for all newly detained children was mandated beginning January 
1, 2017.  As Los Angeles is one of the largest child welfare systems in the state, other 
jurisdictions thinking of implementing CFTs may want to understand lessons learned 
from a study with a large population.   
 
CONFIDENTIALITY 
For the purposes of this research study, your comments will not be anonymous. The 
researcher will make every effort to preserve your confidentiality including the 
following:  
• Assigning code names/numbers for participants that will be used on all research 
notes and documents 
• Keeping notes, interview transcriptions, and any other identifying participant 
information in a locked file cabinet in the personal possession of the researcher. 
Participant data will be kept confidential except in cases where the researcher is legally 
obligated to report specific incidents. These incidents include, but may not be limited to, 
incidents of abuse and suicide risk. 
COMPENSATION 
Participants will not receive compensation for participating in the survey.  Participants 
who elect to be interviewed via telephone will be entered into a random drawing for one 
of five ($50) Target gift cards.   
CONTACT INFORMATION  
If you have questions at any time about this study, or you experience adverse effects as 
the result of participating in this study, you may contact the researcher whose contact 
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information is provided on the first page. If you have questions regarding your rights as a 
research participant, or if problems arise which you do not feel you can discuss with the 
Primary Investigator, please contact the Brandman Institutional Review Board at (xxx) 
xxx-xxxx.  
VOLUNTARY PARTICIPATION 
Your participation in this study is voluntary. It is up to you to decide whether to take part 
in this study. If you decide to take part in this study, you will be asked to sign a consent 
form. After you sign the consent form, you are still free to withdraw at any time and 
without giving a reason. Withdrawing from this study will not affect the relationship you 
have, if any, with the researcher or the child welfare agency. If you withdraw from the 
study before data collection is completed, your data will be returned to you, upon request, 
or destroyed.  
CONSENT 
 
I understand my participation is voluntary and I am free to withdraw at any time, without giving a 
reason. I understand that I may refuse to participate in or I may withdraw from this study at any 
time without any negative consequences.  Also, the investigator/researcher may stop the study at 
any time.  I also understand that no information that identifies me will be released without my 
separate consent and that all identifiable information will be protected to the limits allowed by 
law.  If the study design or the use of the data is to be changed I will be so informed and my 
consent obtained.  I understand that if I have any questions, comments or concerns about the 
study or the informed consent process, I may write or call the Office of the Vice Chancellor 
Academic Affairs, Brandman University, 16355 Laguna Canyon Road, Irvine, CA  92618, 
telephone (949) 341-7641.  I acknowledge that I have received a copy of this form and the 
Research participant’s Bill of Rights.   
 
 
Participant's signature: ______________________________ Date: __________  
 
 
Investigator's signature:  Madeline Roachell   Date:  12/15/17 
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